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Fenton, R. A.: The Differentiation Between Oph- 
thalmic and Sinus Headaches. Ann. Otol., 
Rhinol. & Laryngol., 1927, Xxxvi, 1000. 


Fenton reviews the development, distribution, and 
physiology of the cerebrospinal nerves of sensation 
and discusses the various normal and pathological 
factors exerting an influence upon these nerves. 

He states that in the differentiation between 
ophthalmic and sinus headaches, the patient’s per- 
sonal and family history, the frequency of recur- 
rence of the headache, the patient’s occupation, and 
his exposure to irritants, including climatic influ- 
ences, must be taken into consideration. The ex- 
amination should include a search for obstruction 
to nasal drainage, nasal injuries, inflammation, and 
cedema, septal and turbinal malformations, allergic 
and toxic nasal neoplasms, interference with the 
circulation and lymphatic drainage of the eye, ocular 
inflammations and oedema, an increase of ocular 
tension, changes in the media, changes in the retina 
and nerve, insufficiency of the ocular musculature, 
and refractive and accommodative errors. 

The particular group of nerves which is irritated 
must be determined. When these are placed at rest 
the headache will be stopped or at least relieved 
temporarily. Such rest may be effected by local 
ischemia or anesthesia and the avoidance of specific 
irritants and irritating tasks. 

The headache may be central in origin, with symp- 
toms referred to the eye or nose. It may or may not 
be relieved by local measures. Eye or nose symp- 
toms may be diagnostic of a cerebrospinal, cardio- 
vascular, gastro-intestinal, or renal ailment. Head- 
ache may be psychic, with symptoms referred to the 
eye or nose. 

It must be borne in mind that ocular and sinus 
headache may exist at the same time, and that 
degenerative general disorders may increase slight 
ocular deterioration or nasal stasis into relatively 
serious complications. Leste L. McCoy, M.D. 


HEAD AND NECK 


Goar, E. L.: Glaucoma Following Obstruction of 
the Central Vein of the Retina. Am. J. Ophith., 
1927, X 3 S., 906. ‘ 

In the case reported by the author the glaucoma 
developed eighty-two days after the thrombosis. 
Medical treatment was tried, but was unsuccessful. 
A month after the onset of the condition, the eye 
was enucleated. At that time the blood pressure 
was high, the blood showed chloride retention, and 
a peripheral abscess of one tooth was found. The 
tooth was removed. When the patient was placed 
on a Salt-free diet, the arterial hypertension and 
the hemorrhages ceased. 

The pathological report on the enucleated eye is 
given. The essential changes were found in the 
media and intima of both arteries and veins in the 
retina. The choroidal vessels were markedly thick- 
ened and congested. Tuomas D. ALLEN, M.D. 


Lewis, F. P.: A Non-Operative Treatment of In- 
flammatory Glaucoma. J. Am. M. Ass., 1927, 
Ixxxix, 2022. 


The author emphasizes the importance of light 
and heat in the treatment of hypertension, particu- 
larly that associated with acute congestive condi- 
tions. In combination with the dry radiant heat of 
an electric bulb, he uses a glycerin solution and fre- 
quently foreign protein and dionin. 

He states that such treatment results in the relief 
of pain and a moderate reduction in the tension. 

Tuomas D. ALLEN, M.D. 


Gradle, H. S.: A Conjunctival Drain of the Anterior 
Chamber: An Operative Technique Used in 
Absolute Glaucoma. J. Am. M. Ass., 1927, 
Ixxxix, 2025. 


In the operation described in this article, a 
tongue of conjuctiva is introduced into the anterior 
chamber to serve as a drain. So far, Gradle has used 
the procedure only in absolute glaucoma. In this 
condition it has given exceptionally good results. 

Tuomas D. ALLEN, M.D. 
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Fox, L. W.: Congenital Cataract: A Plea for 
Variety in Its Surgical Treatment. J. Am. M. 
Ass., 1927, Ixxxix, 2249. 

Parker, W. R.: Cataract Extraction: The Com- 
parative Results Obtained by the Combined, 
Simple, and Knapp-Torok Methods of Pro- 
cedure. J. Am. M. Ass., 1927, 1xxxix, 2252. 

Dunphy, E. B.: Loss of Vitreous in Cataract Ex- 
traction. J. Am. M. Ass., 1297, Ixxxix, 2254. 


Fox states that when the periphery of the lens 
is clear in congenital cataract he does a small 
optical iridectomy in the nasal side of each eye 
(cataract usually bilateral), placing it so as to per- 
mit perfect binocular fixation. This is done under 
general anesthesia. When capsular remains persist 
after previous needlings, he removes the remnants 
by gentle traction through a corneal incision. He 
states that removal of the lens intact is ideal but not 
always practical. 

PARKER reviews 300 cases of senile cataract with 
regard to the complications developing after the 
combined, simple, and Knapp-Torok techniques. 
One hundred cases were treated by each method. 
The complications were visual defects, loss of vitre- 
ous, the formation of a secondary cataract, astig- 
matism, and delirium. 

The best visual results were obtained by the 
combined method. Loss of vitreous occurred most 
frequently in the Knapp technique. Spontaneous 
hemorrhage occurred in 1 instance—a case in which 
the combined method was employed. Prolapse of 
the iris occurred in 3 per cent of the cases—in 6 in 
which the simple technique was used and in 2 in 
which the Knapp procedure was employed. Pan- 
ophthalmitis developed once following the simple 
technique and once after the Knapp method. 
Secondary cataracts were most frequent after the 
use of the simple technique and least frequent after 
the Knapp technique. The incidence of astigmatism 
was the same in the cases treated by the combined 
and the Knapp procedures. Delirium occurred in 3 
cases which were treated by the combined tech- 
nique and in 1 case in which the Knapp procedure 
was used. 

Parker concludes that in selected cases the simple 
or Knapp-Torok method of extraction may give as 
good results as are obtained with the combined 
method in unselected cases. He believes that in 
selected cases the combined method would give the 
best results and that this procedure is undoubtedly 
the safest. 

DuNpPHY reviews 2,560 cases of cataract extrac- 
tion with the object of classifying the complications 
with the several types of operation and determining 
whether loss of vitreous makes any considerable 
difference in the ultimate results. The complications 
were prolapse of the iris, infections, expulsive 
hemorrhage, and loss of vitreous. 

The iris prolapsed in 13 cases—g treated by the 
combined method and 4 treated by simple extrac- 
tion. Infection followed in 13 cases treated by the 
combined method and 4 treated by the intracapsular 


operation. Expulsive hemorrhage resulted in 4 
cases after the use of the combined method and in 1 
case after simple extraction. There was loss of 
vitreous in 215 cases (8.3 per cent). It occurred in 
7.1 per cent of the cases treated by combined ex- 
traction, 0.67 per cent of those treated by simple 
extraction, and 18.8 per cent of those in which the 
intracapsular technique was used. Of the 215 pa- 
tients with loss of vitreous, only 74 returned for 
examination a year or longer after the operation. 
In 50, the acuity of vision was poor, and in 6 the 
treatment had completely failed. 

Dunphy concludes that loss of vitreous would 
occur much less frequently if every eye with cataract 
were properly anesthetized by means of the Van 
Lint injection combined with either a deep orbital 
or a subconjunctival injection. His records show 
that of the cases with loss of vitreous, 62 per cent 
were operated upon before this practice was adopted. 

GreorcE’ R. McAuttrr, M.D. 


Roenne, H.: The Different Types of Defects of the 
Field of Vision. J. Am. M. Ass., 1927, |xxxix, 
1860. 


Roenne says, “‘ Among the most frequent and char- 
acteristic types of defects of the field of vision is the 
so-called defect in the bundle of nerve fibers which 
arises as a consequence of the course of the nerve 
across the retina. From the nasal half of the papilla 
they extend radially, whereas from the upper and 
lower edge they extend in large curves above and 
below the macula. 

“The upper and lower bundles of nerve fibers 
meet in the temporal part of the retina. The hori- 
zontal meridian is a rectilinear ‘raphe’ which, from 
the macula, extends quite out to the temporal merid- 
ian of the retina.” 

He describes in detail and with diagrams the vari- 
ous defects in the field of vision caused by injury or 
pathological conditions breaking the continuity in 
the course of the nerve fibers. 

The defects in the nerve bundles occur in a great 
number of diseases. They are to be noted most fre- 
quently in glaucoma. The defect in the visual field 
always has its origin in the wall of the glaucomatous 
excavation. 

Other conditions discussed are optic neuritis, 
vascular defects, and conditions resulting from the 
arrangement of fibers. The author explains how the 
defects in the field are produced by these various 
abnormalities. Lesuir L. McCoy, M.D. 


Lijo Pavia, J.: Photography of the Eyeground 
(La fotografia del fondo de ojo). Rev. de especial- 
idades, 1927, ii, 358. 

The author describes and shows in an illustration 
an apparatus for taking photographs of the eye- 
grounds which he calls a retinograph. It is the size 
of a Gullstrand ophthalmoscope and gives very 
clear pictures. Photographs of the normal eye- 
grounds and of a number of pathological conditions 
are reproduced. Aubrey G. Morean, M.D. 
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Bedell, A. J.: A Photographic Study of Holes in 
the Macular Region and Associated Changes. 
Am. J. Ophth., 1927, X 3 S., 890. 

Bedell says, ‘‘We are not unmindful of the fact 
that an actual hole in the macula has not been dem- 
onstrated pathologically, but there are many reasons 
for this, the most important one being that eyes so 
affected are seldom subjected to pathological sec- 
tion.” He reminds us, however, that depressed 
areas are known to occur, and he includes in his 
article several photographs of a number of such 
areas with and without surrounding pathological 
changes. Tuomas D. ALLEN, M.D. 


Lister, Sir W. T.: Some Points in Connection with 
Detachment of the Retina. Brit. M.J., 1927, ii, 


1127. 

Lawson Sir A.: The Value of Antiseptics in Mod- 
ern Ophthalmic Surgery. Brit. M. J., 1927, ii, 
1128. 


LIsTER urges more thoroughness of examination 
in cases of retinal detachment, including the use of 
the slit lamp, and more rational treatment. In gen- 
eral, in this condition, the retina is dragged in, 
pushed in, or floated in. When it is dragged in by 
cicatricial bands, as in retinitis striata, treatment is 
of little avail. When it is dragged in by vitreous 
bands, division of the bands is beneficial, but if the 
vitreous is fibrous, treatment is useless. Exudative 
cases with fluid poured into the interretinal space 
are at times amenable to medical or surgical treat- 
ment alone or combined. When the retina is floated 
in by fluid passed through holes in it, treatment is 
not apt to be successful. 

If treatment is instituted, it should be thorough 
and include rest in bed, constitutional treatment, 
and measures to remove interretinal exudates, such 
as mercury inunctions, the use of potassium iodide, 
the application of blisters to the temples, and sub- 
conjunctival injections. Surgically, a scleral punc- 
ture is indicated. 

Lawson discusses asepsis of the ophthalmic field 
from the standpoint of the conjunctival sac, the 
instruments and dressings, the surgeon’s fingers, and 
the lash area. 

The normal sac is in itself aseptic and requires no 
preliminary treatment, but before operation the sur- 
geon must assure himself that the sac is healthy and 
free from discharge. A simple method of determin- 
ing whether the eye is free from discharge consists in 
placing a pad over it for a few hours. When a dis- 
charge is present, measures must be taken to remove 
it before operation is undertaken. 

Contamination from instruments is now a negli- 
gible factor. Contamination from the handling of 
instruments can be prevented by frequent washing 
of the hands with alcohol and care to avoid handling 
that part of each instrument which touches the eye. 
To prevent infection from sutures, the author rec- 
ommends the instillation of a 1:1,000 solution of 
flavine when the stitches are put in and twice daily 
thereafter. To prevent or decrease infection from 


HEAD AND NECK 261 


the lash area, he uses flavine or a 2 per cent solution 
of protargol. Georce R. McAuttrr, M.D. 


Van Heuven, J. A.: Some Remarks on Lagrange’s 
Surgical Treatment of Detachment of the 
Retina. Brit. J. Ophth., 1927, xi, 593. 


Van Heuven discusses an operation to which the 
name “colmatage” has been given. In this proce- 
dure a triple row of punctures is made with the 
galvanocautery or the thermocautery in the sclerotic 
coat after the conjunctiva has been loosened-around 
the cornea. The conjunctiva is then sutured in 
place. In practically every case of detachment of 
the retina the intra-ocular tension is lowered. After 
colmatage, the pressure is increased and the de- 
tached retina is pressed down against the wall of the 
eye. According to Lagrange, the increase in pres- 
sure after the operation is due to the formation at 
the cauterized spot of a constricting ring where the 
fluid of the eye normally escapes. 

Favorable results cannot be expected from col- 
matage in cases of detachment of long standing, 
cases with extreme myopia, or cases in which the 
lens is absent. In traumatic detachment of the 
retina in normal eyes, colmatage is more favorable 
than conservative therapy. Although re-attach- 
ment may occur under treatment with rest in bed, 
bandaging, the use of atropine, etc., relapses almost 
always occur in such cases. Colmatage never has an 
injurious effect. 

To determine the cause of the increase in intra- 
ocular pressure after colmatage, the author per- 
formed a number of experiments on rabbits. Esti- 
mations of the percentage of albumin in the fluid of 
the anterior chamber indicated that one factor is an 
increase in the albumin content. Other factors are 
the vascular dilatation produced by the stimulus 
applied to the wall of the eyeball around the cornea 
and the constricting ring produced by the operation 
which impedes the discharge from the eyeball. 

Van Heuven states that the condition existing in 
detachment of the retina may be conceived of as 
follows: 

In a space filled with liquid—the eyeball—a par- 
tially detached membrane is suspended. The mem- 
brane is therefore surrounded on both sides by 
liquid. Pressure on one part of this liquid mass does 
not force the membrane against the wall because it 
is prevented from doing so by the fluid at the back. 
Because of the great increase in the albumin con- 
tent in a portion of the retina, there is an osmotic 
action in which the retina acts as a semipermeable 
membrane. This hypothesis explains why fluid 
enters in front of the retina and is discharged at the 
back. Lestie L. McCoy, M.D. 


Oliver, K. S., and Crowe, S. J.: Retrobulbar Neu- 
ritis and Infection of the Accessory Nasal 
Sinuses. Arch. Otolaryngol., 1927, vi, 503. 


The authors state that acute neuritis of the optic 


nerve may result from: (1) syphilis, (2) tuberculosis, 
(3) acute infectious diseases such as erysipelas, 
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mumps, influenza, etc., (4) multiple sclerosis, and (5) 
infection of the accessory nasal sinuses. 

Changes in the papillomacular bundle result in 
an absolute central scotoma for form and color and 
marked loss of visual acuity. If the inflammation 
continues, absolute blindness may result from the 
secondary optic atrophy. Therefore a prompt and 
thorough search must be made for the source of 
infection. 

For cases of retrobulbar neuritis due to infection 
of the accessory nasal sinuses, Oliver and Crowe 
advise operative procedures. They report ten cases 
with descriptions of the perimetric findings. 

GeorceE R. McAuutrr, M.D. 


EAR 


Lyman, H. W.: The Otolaryngological Phase of 
Focal Infection. Ayn. Otol., Rhinol. & Laryngol., 
1927, XXXVi, 903. 

Focal infections are frequently the cause of general 
disease. A large majority of foci of infection are 
found in the ear, nose, and throat. 

The réle of infected tonsils as foci of infection is 
well known. Adenoids also may harbor infectious 
pus, and infection of the paranasal sinuses is often a 
factor in general disease. 

The author’s experience convinces him that otitis 
media and mastoiditis in infants may cause grave 
gastro-intestinal disturbances. Other otologists have 
reached the same conclusion. 

In deafness of a non-suppurative character, the 
underlying cause is frequently a low-grade chronic 
infectious process. In the absence of disease of the 
labyrinth or central nervous system, vertigo is usu- 
ally due to toxic irritation from an infected focus. 
Focal infection may cause striking psychic disturb- 
ances and is an etiological factor also in arthritis, 
cardiac conditions, and acute hemorrhagic nephri- 
tis. The author reports two cases of hemorrhagic 
nephritis in which the eradication of foci of infection 
was followed by good results. 

In certain diseases of the chest, skin, and glandular 
system, a cure or improvement is obtained from the 
eradication of foci of infection in the upper respira- 
tory tract. 

Attention is drawn to the relationship between 
acrodynia and infection of the tonsils and adenoids. 

W. M. Paton, M.D. 


Mackenzie, G. W.: Suppurative Labyrinthitis, 
with a Report of Cases. Ann. Ojtol., Rhinol. & 
Laryngol., 1927, XXxvi, 1019. 

The author gives the classification of labyrinthine 
affections compiled by Wittmaack. This is based 
largely on the histological changes found in the inner 
ear of animals experimentally infected. The classi- 
fications of other authorities are also discussed. 

In the tympanogenous form of inner ear inflamma- 
tion the labyrinth is invaded through one of the win- 
dows or through a circumscribed defect in the laby- 
rinthine capsule. The round window is the most 
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frequent portal of invasion. Uffenorde claims that 
it is possible for the labyrinth to be invaded through 
the intact membrane of the round window by dialy- 
sis of soluble bacterial toxins. In other cases, the 
invasion takes place through an open rupture in the 
window membrane. For our knowledge of the histo- 
logical changes in tympanogenous acute labyrinthi- 
tis we are indebted to Herzog. The labyrinth can be 
invaded also through a capsular erosion. The erosion 
may be superficial or involve the entire thickness of 
the bone. The author cites Alexander’s description 
of purulent labyrinthitis as a pathological entity. 

The history and diagnostic factors in a classical 
case of acute diffuse labyrinthine suppuration 
(otogenous form) are summarized. The primary 
point is the history of an acute or chronic middle ear 
suppuration. Occasionally, the history of a dis- 
charge from the ear is not given for the reason that 
the middle ear involvement was not sufficiently 
severe to cause a rupture of the tympanic mem- 
brane. The deafness is complete. Many patients 
complain of total deafness when functional hear- 
ing tests reveal the presence of a considerable rem- 
nant of hearing. For functional tests, the author 
uses the 2- or 3-meter Politzer speaking tube in com- 
bination with the Barany noise producer. 

The fork tests give characteristic findings. In 
acute labyrinthine suppuration, the loss of hearing 
must occur suddenly to be diagnostic. The patient 
experiences the subjective sensation of turning in the 
frontal and horizontal planes away from the affected 
side. At the same time, external objects seem to be 
turning away from the affected side. The intense 
vertigo develops suddenly. In the case of labyrin- 
thine destruction, the patient falls toward the side 
of the lesion. There is spontaneous mixed rotary- 
horizontal nystagmus directed away from the side of 
the labyrinthine destruction. The quick component 
is directed away from the side of the affection. Cer- 
tain important labyrinthine tests are necessary to 
confirm the presumptive diagnosis. There is dimin- 
ished after-turning nystagmus to both sides, but 
especially toward the side of the affection. The 
caloric test is the most reliable in determining 
whether the labyrinth is completely out of function 
or not. In the galvanic test, the reaction of the inner 
ear and the eighth nerve on the side of the lesion is 
diminished. The fistula test is negative. 

The author believes that when a positive diagnosis 
of diffuse labyrinthine destruction is made a radical 
mastoid operation should be performed and followed 
immediately by an operation on the inner ear for the 
establishment of drainage. He describes his modifi- 
cation of the Neuman operation which he has em- 
ployed for the last nineteen years. 

Twelve case histories, selected from a larger group, 
are reported. W. M. Paton, M.D. 


Lyman, H. W.: Infantile Mastoiditis with Gastro- 
Intestinal Symptoms. Arch. Otolaryngol., 1927, 

vi, 526. 
The author states that mastoid involvement may 
be responsible for unexplained cholera infantum with 
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diarrhoea, vomiting, and loss of weight. In such 
cases there should be close co-operation between the 
pediatrist and the otologist in deciding as to the 
advisability of operation. If the infant is in good 
condition, incision of the drum head may suffice. 
The author operates under local anesthesia. He 
attributes his fatalities to the patient’s general con- 
dition. GeorcE R. McAuttrr, M.D. 


NOSE AND SINUSES 


Schmiegelow, E.: Clinical Remarks on the Use of 
Surgical Diathermy for Malignant Tumors in 
the Anterior Air Passages. Laryngoscope, 1927, 
XXXvii, 851. 

The author states that in the treatment of malig- 
nant tumors of the nose, diathermy gives better re- 
sults than are obtained by ordinary surgical meth- 
ods. Electrocoagulation prevents the spread of the 
disease by contact or metastasis. Good results can 
sometimes be obtained even when the condition is 
inoperable. In one of Schmiegelow’s cases an ex- 
tensive, fast-growing sarcoma of the upper jaw was 
successfully destroyed by surgical diathermy. The 
extent of the operation should not be influenced by 
cosmetic considerations. Postoperative facial de- 
fects can be remedied by plastic operation. 

The author reviews eight cases of tumors of the 
upper jaw, three of which were cured. He regards 
electrocoagulation as the most effective and least 
disagreeable method of destroying malignant growths 
of the upper jaw. In buccal carcinoma, it seals the 
blood and lymph channels and thus lessens the dan- 
ger of local recurrence and metastasis. 

In the treatment of localized tumors of the tonsils, 
surgical excision gives very good results, but electro- 
coagulation may also be successful. 

In cancer of the larynx, the method of attack 
must be carefully chosen. For localized cancer, 
thyrotomy with excision of the diseased vocal cord 
is the method of choice. More extensive growths 
require total resection of the larynx or destruction 
of the lesion by electrocoagulation. The destructive 
value of radium and the roentgen rays is doubtful. 

In certain forms of cancer, particularly cancer of 
the upper aditus laryngis and sinus pyriformis, sur- 
gical diathermy is an excellent method. The author 
uses deep chloroform narcosis and suspension laryn- 
goscopy in the treatment of these conditions. He 
reports several cases of cancer of the epiglottis in 
which successful results were obtained by electro- 
coagulation. W. M. Paton, M.D. 


Dean, L. W.: The Influence of Paranasal Sinus In- 
fections in Infants and Young Children upon 
Certain Systemic Conditions, and the Influence 
of Certain Systemic Conditions in Infants and 
Young Children upon the Method of Treat- 
ing Co-Existing Sinusitis. Ann. Otol., Rhinol. & 
Laryngol., 1927, XXxvi, 933. 


_ In infants and young children, a focus of infection 
in the nasal sinuses may cause a cardiac lesion, rheu- 
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matic fever, chorea, nephritis, pyelitis, cyclic vemit- 
ing, deforming periarthritis, anemia, anorexia, mal- 
nutrition, or a chronic digestive disturbance. Re- 
mote effects more or less peculiar to paranasal sinus 
disease are bronchiectasis, asthma, and the cholera 
infantum syndrome. 

Particularly in cases with systemic complications, 
there is no infallible rule for the treatment of para- 
nasal sinus disease. The combined clinical judgment 
of the pediatrist and the laryngologist is necessary to 
determine the proper procedure. The choice of 
treatment depends to some extent upon the systemic 
condition. In certain cases of cholera infantum, im- 
mediate drainage of infected sinuses may be impera- 
tive. In cases of nephrosis and diabetes, on the other 
hand, it may be necessary to avoid all traumatism of 
the mucous membrane. 

Illustrative cases are discussed in detail. The 
treatment is reviewed and the end-results are re- 
ported. The importance of the pediatrist in the care 
of such cases is repeatedly emphasized. 

In young children, the treatment of choice for 
chronic paranasal sinus infection is dietetic and cli- 
matic. In bronchiectasis, treatment of co-existing 
chronic suppurative sinusitis has given the best 
results. Diet is an important factor also in this con- 
dition. Even in children it is occasionally necessary 
to operate on the ethmoid sinuses. 

W. M. Paton, M.D. 


Emerson, F. P.: The Varying Symptomatology of 
Chronic Maxillary Sinusitis Depending on the 
Pathology Present. Ann. Olol., Rhinol. & Laryn- 
gol., 1927, XXXVi, 947. 


Chronic catarrhal maxillary sinusitis results in 
thickening of the mucous membrane, which favors 
virulent infection and the development of empyema. 
The prominent sign is a persistent unilateral or bilat- 
eral mucoid discharge. 

Cases of chronic maxillary sinusitis resulting from 
a suppurative process may be divided into three 
groups: (1) those showing a thickened membrane 
and free pus, (2) those showing a thickened mem- 
brane and no pus, and (3) those in which the lining 
membrane is undergoing a degenerative process. In 
the first group, the common signs are a purulent 
nasal discharge and pharyngeal irritation. In ex- 
acerbations of the chronic process, there may be pain 
or discomfort over the affected antrum and an in- 
crease in the discharge. The discharge varies from a 
thin foetid secretion to a purulent or mucopurulent 
discharge. Since the pathological changes are con- 
fined to the superficial tissues, secondary involve- 
ment of distant organs is not common. Acute ex- 
acerbation, however, may be followed by disastrous 
results. An illustrative case is reported. 

In cases of the second group, the relationship of 
the sinusitis to systemic conditions is often over- 
looked. Acute exacerbations of the local process may 
be followed by systemic complications leading to 
chronic invalidism or death. There is increasing evi- 
dence that involvement of the mucoperiosteum in 
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these cases is a menace to the general health. When 
the mucoperiosteum is involved the entire lining 
membrane must be removed. 

Seven illustrative cases are reported in detail with 
regard to the symptoms, the pathological changes, 
and the results of operation. 

In the third group of cases there are usually no 
symptoms until an acute exacerbation occurs. Dur- 
ing the acute phase, the symptoms are those of a 
subacute nasopharyngitis. Usually there is no pain 
over the affected antrum. Diagnostic lavage of the 
antrum may show a gelatinous mass or give negative 
results. The whole mucosa is undergoing a degenera- 
tive change. When acute exacerbations are followed 
by systemic symptoms, the entire lining membrane 
must be removed in the quiescent interval. Typical 
cases are reported. W. M. Paton, M.D. 


NECK 


Rienhoff, W. F., Jr.: Hyperthyroidism and Its 
, Relation to Benign Tumors of the Thyroid 
Gland. South. M. J., 1927, xx, 


The theory of Mobius that exophthalmic goiter is 
due to an excess of normal function of the thyroid 
gland is supported by the following clinical and ex- 
perimental evidence: 

1. The production of the signs and symptoms of 
hyperthyroidism and the relief of hypothyroidism by 
the administration of thyroid extract. 

2. The constant association of hyperthyroidism 
with hypertrophy and hyperplasia of the parenchy- 
ma of the thyroid gland and the fact that during a 
remission obtained by the administration of iodine 
the physiological status is restored to approximately 
normal with involution of the hyperplastic thyroid 
parenchyma to a microscopical appearance more 
nearly resembling that of the normal gland. 

3. The decrease in the basal metabolic rate, depo- 
sition of colloid, and involution of the gland during 
an artificially induced or spontaneous remission. 

4. Elevation of the basal metabolic rate following 
the administration of thyroid extract and also in 
association with hypertrophy and hyperplasia of the 
thyroid parenchyma. 

5. The absence of any other constant pathological 
lesion of consequence other than hypertrophy and 
hyperplasia of the thyroid gland in cases of hyper- 
thyroidism. 

6. The cure of the hyperthyroidism by the surgical 
removal of 90 per cent of the thyroid parenchyma. 

In ten cases of acute fulminating hyperthyroidism 
after an artificial remission the changes in the histo- 
logical structure of the thyroid were as follows: (1) 
an increase in the amount of colloid, (2) an increase 
in the connective tissue in the gland, (3) a decrease 
in vascularity, (4) an increase in the size and regu- 
larity of the acini, (5) a decrease in the height of the 
epithelium, (6) a decrease in the cytoplasmic bodies 
of the epithelial cells, and (7) a decrease in the mito- 
sis and lymphocytic infiltration. The microscopic 
structure of the thyroid gland therefore underwent a 


change from a state of extreme hypertrophy to one 
approximating the normal histological structure. 

If the period of involution is prolonged, the histo- 
logical changes in the thyroid exceed the usual and 
average amount of involution, especially in certain 
areas. These areas become enlarged and form nod- 
ules which may be divided into three groups: (1) 
those that form colloid cysts, (2) localized and encap- 
sulated areas of dilated colloid-containing acini, his- 
tologically indistinguishable from the so-called col- 
loid adenomata, and (3) areas or lobules in which the 
involution or regression has reached the state of 
degeneration, especially toward the center of the 
lobule, which is characterized by a disparity in size 
and paucity of disintegrating acini in an abundant 
cedematous stroma, fibrous tissue, and extra-acinar 
colloid. 

These areas of hyperinvolution or degenerative, 
regressive tumors have been termed “involutional 
bodies.” 

It is therefore possible for nodular goiter to develop 
from the spontaneous or artificial involution of a 
smooth, diffuse hypertrophy and hyperplasia of the 
thyroid gland during a remission in cases of hyper- 
thyroidism. 

From a study of 109 cases of nodular goiter the 
author has come to the conclusion that the term 
“toxic adenoma”’ is incorrect and should be aban- 
doned. He believes that the clinical diagnosis should 
be diffuse or nodular goiter with or without hyper- 
thyroidism, and the macroscopic pathological diag- 
nosis, diffuse or nodular goiter with or without hyper- 
trophy or hyperplasia. J. Homer Wootsey, M.D. 


Else, J. E.: Regeneration of the Thyroid Gland and 
the Prevention of Recurrent Goiters. J. Am. 
M. Ass., 1927, 1xxxix, 2153. 


The prevention of recurrent goiter is an important 
problem in the treatment of thyroid disease. Recur- 
rences may be classified as: (1) pseudorecurrences, 
(2) recurrences without symptoms, and (3) recur- 
rences with symptoms. 

Pseudorecurrences are generally the result of 
diagnostic error, permanent lesions, or insufficient 
operation. 

Recurrences without symptoms are characterized 
by a definite enlargement of the remaining thyroid 
without the symptoms of hyperthyroidism and with 
a normal or subnormal basal metabolic rate. The 
following pathological processes have been recog- 
nized: (1) colloid goiter, which is probably the 
most common form; (2) diffuse adenomatous 
goiter, and (3) true adenoma. Patients with goiter 
of the true colloid type are relieved by desiccated 
thyroid. Diffuse adenomatous goiters and true 
adenomata are not benefited by medical treatment 
and the majority of them probably become toxic. 

In the group of recurrences of goiter with symp- 
toms are placed cases with a history of complete 
relief after the operation, followed by redevelop- 
ment of the goiter and recurrence of its toxicity. 
In such cases all three of the common types of toxic 
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goiter—toxic hyperplastic goiter, diffuse adenoma- 
tous goiter, and true adenoma—have been found. 

A study of patients with recurrences and of the 
tissues removed in a subsequent operation showed 
that the most common change is an increase in 
colloid. The limited portion of thyroid left was 
rendered sufficient, by the added stimulation, to 
produce enough thyroxin, but in doing so it produced 
an overamount of colloid and a simple colloid goiter. 

In experiments on dogs, hyperplasia and hyper- 
trophy were found after partial thyroidectomy, but 
were more marked when the animals did not receive 
iodine during the period of regeneration. The hyper- 
plasia was most marked in cells that could not be 
identified with any acini and were regarded as being 
derived from the interacinar cells described by Web- 
ber. In the earlier portion of the regeneration period, 
mitotic figures could be seen in the cells lying 
between the acini, but in the later portion of the 
regenerative period these cells occurred in such masses 
that they could not be positively identified as having 
sprung from the interacinar cells. In one animal 
there was a definite tubular formation in these cells, 
such as is sometimes seen in the masses of cells 
found in colloid goiter of long standing. 

With the exception of a forty-five-day dog, the 
thyroid gland in the animals receiving iodine was 
approximately normal after the twenty-second day 
except that in some instances it showed an increase 
in the undifferentiated cells lying between the acini. 
In the forty-five-day dog there was still hypertrophy 
of the intra-acinar cells. 

In the dogs not receiving compound solution of 
iodine, the hyperplasia and hypertrophy were greater 
and there was an increase in the amount of colloid 
in the twenty-two-day, twenty-six-day, twenty- 
eight-day, thirty-day, and thirty-eight-day animals. 
In the thirty- and thirty-eight-day dogs, the increase 
was so great that it presented the appearance of a 
colloid goiter. The thirty-nine-day dog had a col- 
loid goiter at the time of operation. At the end of the 
period, the colloid was less than normal, but tubular 
formation, fetal acini, and areas of undifferentiated 
cells were present. The twenty- and fifty-one-day 
dogs developed thyroids that had the typical ap- 
pearance of toxic hyperplasia goiter of mild degree 
without symptoms. In the author’s opinion the 
study of the entire series warrants the conclusion 
that recurrence following operation depends upon 
the control of regeneration, and that, in animals, 
thyroid regeneration can be controlled by compound 
solution of iodine. 

In man, recurrence of goiter is not infrequent. If 
thyroid regeneration in animals may assume the 
proportion of a goiter when uncontrolled, it is 
reasonable to believe that the same may occur in 
man. The author arrived at this conclusion em- 
pirically about two years ago, and then began giving 
compound solution of iodine after, as well as before, 
the operation, for the purpose of controlling regenera- 
tion. Later, he gave a small amount of iodine to 
secure proper thyroid function. It has been only 
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two years since this practice was begun, but the 
author has not seen any evidence of recurrence in 
that time. His routine treatment is as follows: 

1. The thyroid is saturated with iodine previous 
to the operation by the administration of from 10 to 
25 minims of compound solution of iodine three or 
four times daily according to the severity of the 
hyperthyroidism. Patients with non-toxic adeno- 
mata or diffuse adenomatous goiters are given 10 
minims three times daily for two or three days. 

2. Following the operation, the thyroid is kept 
saturated with iodine during the period of regenera- 
tion by the administration of from 15 to 25 minims of 
compound solution of iodine by rectum as soon as the 
patient is returned to bed. This dosage is repeated 
three or four times daily according to the severity 
of the hyperthyroidism preceding the operation. 
As soon as the patient is able to take the iodine by 
mouth, ro minims are given three times a day for a 
month. The dose is then cut down to 10 minims 
daily for another month. 

3. A sufficient amount of iodine to meet the needs 
of the thyroid gland is administered continuously. 
For this purpose, the iodized salt is prescribed if 
other members of the patient’s family have normal 
thyroid glands; otherwise, the patient is instructed 
to take 10 mgm. of iodine in a chocolate tablet daily. 

MERLE R. Hoon, M.D. 


Simon, F.: Heart Block After Goiter Operations 
(Ueber Herzblock nach Kropfoperationen). Zen- 
tralbl. f. Chir., 1927, liv, 2060. 


Persons suffering from goiter always have poor 
cardiac function. The cause is hyperfunction or 
hypofunction of the thyroid and mechanical pressure 
upon the trachea, blood vessels, and nerves. Accord- 
ingly there is to be differentiated a hyperthyroid 
from a hypothyroid and a dyspneeic from a conges- 
tive heart block due to goiter. The operation for 
goiter is incidentally also an operative treatment of 
the heart. If the operation is done under local anzs- 
thesia the heart is relieved from the cause of its 
functional disturbance. This explains why cardiac 
complications are relatively rare during operations 
for goiter. In 128 cases operated upon during the 
last two years they occurred only once. 

However, cardiac disturbances may result from 
injury of the vagus nerve. The vagus does not always 
lie within the vascular sheath. Particularly in cases 
of tumor, it may run in front of the vessels and there- 
fore may be injured easily. Mechanical irritation of 
the vagus is much more dangerous than vagal sec- 
tion. It is followed by slowing of the pulse which 
may lead to fatal syncope. The heart may be injured 
also by respiratory disturbances caused by irritation 
of the vagus. These produce spasmodic attacks of 
coughing and dyspnoea, gasping respiration, vari- 
ations in the rhythm, and cessation of respiration 
(bronchial spasm, swelling of the mucous mem- 
brane). 

Eden’s theory that pneumonia following oper- 
ations for goiter is due to irritation of the vagus is 
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not accepted by the author. Eden operates under 
general anesthesia and in Simon’s opinion his pul- 
monary inflammations are due to this fact. In the 
prevention of pneumonia, the author has seen as 
good results from the postoperative injection of 
afenile as those obtained by Eden. 

Simon reports a case of vagus or heart block fol- 
lowing an operation on a woman fifty years of age. 
The resection of a partly retrosternal and partly 
retrovisceral goiter was followed by severe cardiac 
symptoms which could not be influenced by the 
usual stimulants and at first were attributed to mus- 
cular insufficiency. On the third day there was fever 
with delirium, dissociation of cardiac function (irreg- 
ular systolic pulse waves at the rate of from thirty to 
forty a minute, auricular contractions in rapid suc- 
cession, and irregular and slow ventricle contrac- 
tions). After the administration of atropine there 
was marked improvement, and under continued 
atropine treatment recovery resulted. 

Not only was the resection in this case very diffi- 
cult, but the heart had been injured by the goiter 
before the operation as was evidenced by hyper- 
trophy and dilatation. The cardiac injury was 
caused by the mechanical pressure of the goiter on 
the blood vessels of the neck. It is possible that the 
vagi also were injured before the operation by the 
pressure of the goiter so that at the time of the 
operation they were in a highly irritable condition, 
as was suggested by a slight pre-operative paraly- 
sis of the recurrent laryngeal nerve and a slightly 
irregular and relatively slow pulse. Perhaps also the 
rise in the temperature to 4o degrees C. and the 
delirium were due to the effects on the vagi at oper- 
ation. That abnormal irritability of the vagus dom- 
inated the clinical picture was evidenced by the 
marked improvement resulting from atropine treat- 
ment. Large doses of the atropine were necessary for 
a considerable length of time. Calcium lactate and 
digitalis given in addition had a favorable effect upon 
the insufficiency of the heart muscle. The case shows 
that after the removal of a large goiter injuries of the 
vagus must be borne in mind when symptoms of 
cardiac insufficiency are noted. In the presence of 
such injuries, the administration of atropine is 
indicated. Hempe (Z). 


Thomson, Sir St. C.: Laryngofissure for Intrinsic 
Carcinoma of the Larynx: Four Cases in Medi- 
cal Men Who Are Now in Active Practice Two 
and a Quarter, Three, Four and a Half, and 
Five and a Half Years After Operation. Proc. 
Roy. Soc. Med., Lond., 1927, xxi, 289. 


The author reports four cases of intrinsic carci- 
noma of the larynx in medical men. In all, the lesion 
was limited to the cord and did not invade the sub- 
glottic tissue. There was no impairment of mobility. 
The diagnosis rested chiefly on the macroscopic 
appearance of the lesion. In one case it was con- 
firmed by biopsy. Syphilis and tuberculosis were 
ruled out by the usual methods of investigation. 
Laryngofissure with removal of the thyroid ala was 
performed in all cases. In order to secure complete 
protection against the descent of septic material and 
blood into the bronchi, a tracheotomy was done. 
Postoperative hemorrhage occurred in one case. 
The source was found outside the larynx and trachea 
and the bleeding was controlled by packing. Con- 
valescence was uneventful and recovery rapid. In 
every instance a useful voice and an apparently 
permanent cure were obtained. 

The author concludes that cases suitable for 
laryngofissure are those with the growth limited to a 
mobile cord and with no subglottic infiltration. 

W. T. Paton, M.D. 


Colledge, L.: Laryngectomy in Cancer of the 
Larynx. Lancet, 1927, ccxiii, 1008. 


The use of laryngectomy is limited practically to 
cases of intrinsic cancer too advanced for a conserva- 
tive operation such as laryngofissure or partial ex- 
cision. Many lasting cures can be claimed for it. 
Cases of advanced intrinsic cancer include: 

1. Those in which the disease has extended to the 
subglottic region. 

2. Those in which the disease has crossed the 
anterior commissure and invaded both vocal cords. 

3. Those in which one or both vocal cords are 
fixed and there is extension to the arytenoid region. 

4. Those in which both vocal cords, the ventricu- 
lar bands, and the subglottic region have been 
attacked, and the larynx is choked by the growth. 

JosepH K. Narat, M.D. 
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BRAIN AND ITS COVERINGS; CRANIAL 
NERVES 


Creyx and Loubat: Indirect Injury of the Brain 
Treated by Trephination One and One-Half 
Years Ago; Retrospective Diagnostic Consid- 
erations (Traumatisme indirect de l’encéphale; 
trépanation datant d’un an et demi; considérations 
diagnostiques rétrospectives). J. de méd. de Bor- 
deaux, 1927, Civ, 619. 

A man twenty-four years of age was kicked on the 
chin during a football game and three hours later 
developed jacksonian epileptic attacks which began 
with tingling in the left hand followed by loss of con- 
sciousness and generalized convulsions with biting of 
the tongue. Four of these attacks occurred. The 
axillary temperature was 37.4 degrees F. and the 
pulse 90. Lumbar puncture showed no increase in 
pressure. The spinal fluid was slightly rose colored 
as the result of accidental injury of blood vessels dur- 
ing the puncture. Subdural haemorrhage from the 
right middle meningeal artery was suspected, but 
trephination on the right side three days later re- 
vealed no lesion. Cerebral puncture was negative. 
On postoperative lumbar puncture the spinal fluid 
showed no increase in pressure, no hemolysis, and no 
tubercle or other bacteria, but a slight lymphocytosis 
(twenty-five lymphocytes) was found. The sugar 
content was 0.86 gm. per liter and the albumin con- 
tent 0.26 gm. per liter. The Wassermann test was 
negative. In the year and a half that have elapsed 
since the operation the patient has remained well. 

The authors doubt that the condition was trau- 
matic. They are inclined to believe that the trauma 
acted indirectly to awaken or accelerate the evolu- 
tion of a localized brain disturbance, possibly of an 
infectious nature. This opinion is based on the slight 
fever, the pulse rate, the slight lymphocytosis, the 
increased sugar content of the spinal fluid, the free 
interval between the injury and the jacksonian 
attacks, and the absence of compression. 

Wa ter C. Burket, M.D. 


Swift, G. W.: Choked Disk in Intracranial Lesions; 
the Mechanical Factor in Its Causation. 
Northwest Med., 1927, xxvi, 579. 


The chief factors to which papilloedema has been 
ascribed are pressure upon the cavernous sinus with 
resultant blockage of the ophthalmic and the 
central retinal veins (von Graefe, 1860), obstruction 
of the lymph flow from the eye by pressure (Schmidt- 
Rimpler), inflammatory changes (Leher, 1881), 
vasomotor disturbances (Jackson and Benedickt), 
chemical changes from metabolic products (Kruck- 
mann and others), and disturbance of the arterial, 
venous, or cerebrospinal fluid circulation. 
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The author cites cases of choked disk resulting 
from aneurism and thrombosis of large basilar 
arteries, skull fractures with cerebral damage, 
influenzal pneumonia with resultant engorgement of 
the brain and stagnation in the intracranial sinuses, 
and acute pneumonia with oedema and an increase 
in the intracranial pressure. 

The article includes a number of illustrations 
showing the main vessels of the optic disk and 
choroid, the venous circulation of the brain and 
skull, the effect of blockage at different locations, 
and various types of choked disk due to aneurisms 
and tumors. 

In cases of tumor of the optic nerve, atrophy re- 
sults but papilloedema does not develop because 
there is no interference with the venous return. 
Aneurism of the circle of Willis produces choked disk 
only when the venous sinuses are blocked. Lesions 
in the cerebellopontine angle produce first unilateral, 
and later, bilateral choked disk. Blockage of the 
transverse sinus results in choked disk early if the 
large sinuses are cut off or the aqueduct of Sylvius 
is obstructed, with resultant hydrocephalus. These 
lesions are associated with a higher intracranial 
pressure than lesions situated elsewhere. 

The time of appearance of choked disk depends 
upon the location of the lesion. Direct pressure 
against the sinuses causes early choking, whereas 
indirect pressure such as occurs in oedema and 
hydrocephalus produces a late papilloedema. The 
cerebrospinal fluid acts as a factor only by in- 
creasing the general pressure, and not by extension 
through the vaginal sheath of the optic nerve. 

The article is supplemented by a bibliography. 
ABert S. CrAwrorp, M.D. 


Shuster, B. H.: Intracranial Complications of 
Otitic Origin, with Reference to Diagnosis and 
Management. Laryngoscope, 1927, xxxvii, 897. 


The author discusses conditions that may arise 
within the head as the result of infection of the ear— 
extradural and subdural abscess, sinus thrombosis, 
meningitis, labyrinthitis, and cerebral abscess. 

Cases of chronic otitis media may be divided into 
two general groups—those with a frank discharge 
and those with a mild recurring otorrhoea. In the 
first group, intracranial complications are rare. 
Mastoiditis often has a tendency to become cured 
without operation. After operation in this condi- 
tion, some variation in the temperature, pulse, and 
respiration is to be expected, but usually subsides 
in from seven to ten days. Pain, restlessness, and 
insomnia following the operation also cease as a 
rule, but if they do not, the possibility of an intra- 
cranial complication must be considered. First, 
however, all other causes must be ruled out. A 
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stitch abscess or pus in the wound may explain 
the picture, or the symptoms may be due to an 
ailment such as tonsillitis, diphtheria, appendicitis, 
involvement of the other ear, pneumonia with or 
without meningeal irritation, or nephritis. On 
account of the nausea, vomiting, and dizziness, 
patients with chronic purulent otitis media are 
often treated for gastric disturbances. 

There are a few symptoms which alone or in com- 
bination should direct attention to the head. The 
most important is headache. This may be severe 
or persistent or both. Another is vomiting with or 
without headache and without associated gastric 
ailments. A third is vertigo. Fever, chills, and a 
disturbance of the relations between the pulse, 
temperature, and respiration are suggestive. Local- 
izing neurological signs will confirm a positive 
diagnosis of intracranial complications. With the 
exception of these, all of the signs mentioned may 
be present in other ailments such as acute indiges- 
tion and influenza. 

In an acute condition of the ear there is an 
inflammatory reaction and the tissues are normal in 
their resistance. The mucous membrane has a good 
blood supply. In a chronic ear condition upon 
which an acute exacerbation is superimposed, the 
mucous membrane is devitalized and the resistance 
of the underlying bone is reduced because the blood 
supply is cut off by fibrous tissue. The author de- 
scribes the mechanism of intracranial invasion. 

A septic temperature accompanied by sweating 
is suggestive of sinus invasion. When sweating does 
not occur, the presence of sinus thrombosis is 
doubtful. Sinus thrombosis is suggested also when 
the fever is marked but headache is not a prominent 
symptom. Declining hemoglobin values have the 
same significance, since hemoglobin is destroyed by 
the streptococcus hemolyticus, the common invad- 
ing organism in sinus involvement. In young 
children and infants there may be a _ primary 
jugular bulb thrombosis. This is probably due to 
some dehiscence in the floor of the middle ear which 
allows the bulb to be directly invaded without the 
development of mastoiditis. In a case of thrombosis 
of the cavernous sinus the outlook is so unfavorable 
that any radical procedure seems justified. 

Vertigo and vomiting should direct attention to 
the labyrinth and cerebellum. Involvement of the 
labyrinth is suggested by recurrent vomiting with 
vertigo, nystagmus of the rotary type, and nausea 
showing signs of abatement. Increasingly severe 
recurrent vomiting with vertigo and nystagmus of 
a rotary type but without nausea suggests a cere- 
bellar abscess. Diffuse suppurative labyrinthitis is 
always accompanied by vertigo, but this may not 
be noted if the patient is in bed. Therefore the 
patient must be carefully questioned and_ his 
position in bed must be observed. He will lie on the 
side of the quick component—the sound side—so 
that he may turn his eyes upward when addressed 
or when he desires to look around the room in the 
direction of the slow component. 
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Brain abscess and meningitis are characterized 
by headache and a change in the mentality. In 
meningitis, the mental processes are quick, while in 
brain abscess they are slow. The fear of lumbar 
puncture in cases of suspected sinus thrombosis or 
brain abscess is probably founded upon experience, 
but in the author’s opinion the surgeon is not 
justified in remaining in ignorance because of poor 
results in isolated cases. Tobey has done hundreds 
of punctures—many in cases of sinus thrombosis— 
without causing ill effects. 

In discussing the symptoms of brain abscess, the 
author emphasizes the occasional fall in the pulse 
rate to subnormal in the presence of a normal tem- 
perature and reviews the neurological localizing 
signs, sensory aphasia, and tests to detect involve- 
ment of the cranial nerves. The Ayer-Tobey test 
of spinal fluid response to unilateral jugular com- 
pression has not been altogether satisfactory in his 
hands. He believes the flushing of the face and 
engorgement of the retinal vessels upon compression 
of the normal jugular—tests described by Geisinger 
—depend largely upon the personal element. He 
characterizes ventriculography as a formidable pro- 
cedure for diagnosis when an abscess is merely 
suspected. In certain cerebellar conditions, he has 
found Barany tests helpful. The importance of an 
accurate history is emphasized. 

A sclerotic mastoid is dangerous. It is generally 
looked upon as a healed inflammation, but in every 
chronic case with intracranial complications which 
is reviewed by the author the mastoid was hard and 
sclerosed on the surface and the depths of the bone 
showed necrosis and infection. When there is 
mastoid pain following chronic otorrhcea and sclero- 
sis is shown in the roentgenogram, prompt and 
radical surgery is indicated. Packs for the control 
of sinus bleeding are generally left in place for several 
days after operation for sinus thrombosis, but in the 
author’s opinion should be removed as early as 
possible to prevent backward infection. In one of 
Shuster’s cases the packs were removed after twenty- 
four hours with no subsequent bleeding. 

For meningitis, conservative treatment is recom- 
mended. 

In conclusion Shuster states that King’s radical 
treatment for brain abscess deserves a further trial 
because of the excellent results King has obtained 
with it. GitBert C. ANDERSON, M.D. 


Grant, F. C.: The Indications for and the Tech- 
nique of Ventriculography. Radiology, 1927, ix, 
88 


Rese, M. C.: Radiology as an Aid in the Diag- 
nosis of Skull and Intracranial Lesions. Radi- 
ology, 1927, ix, 396. 

GRANT emphasizes that a proper appreciation of 
the indications for, and technique of, ventriculogra- 
phy and an intelligent interpretation of ventricu- 
lograms require a thorough knowledge of the normal 
anatomy and physiology of the cerebrospinal fluid 
channels. When a tumor obstructs the free circula- 
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tion of the fluid, its localization depends upon a 
proper conception of the results of such obstruction 
on the ventricular system. Any intracranial neo- 
plasm of sufficient size to produce an increase in the 
intracranial tension will cause variations in the 
position, size, and shape of the ventricular system. 
In some cases these variations are the only means of 
localizing such tumors, and it is in such cases that 
ventriculography is indicated. 

The technique of replacing the fluid in the ventri- 
cles by air and making the ventriculograms is 
described in detail. The chief difficulty in ventricu- 
lography is the interpretation of the shadows seen 
on the roentgen-ray plates. The most important 
single factor in the avoidance of errors in localization 
is complete removal of the fluid from the ventricles. 
When this is done, any abnormalities in the ventricu- 
lar outline must be due to pathological obstruction 
rather than to the trapping of unaspirated fluid in 
one of the ventricular horns. 

Broadly considered, intracranial tumors cause 
asymmetrical variations when they lie within the 
cerebral hemispheres lateral to the midline and 
impinge directly upon the ventricles, and produce 
symmetrical variations when they obstruct the free 
circulation of the cerebrospinal fluid. 

The differentiation of supratentorial and sub- 
tentorial lesions is considered in detail. Grant 
emphasizes that in the study of the findings of ven- 
triculography the clinical findings should always be 
borne in mind. He summarizes in a table the results 
of ventriculography in a large series of cases collected 
from different clinics. In about 23 per cent of the 
cases the tumor was localized from the ventriculo- 
gram alone, the neurological findings being incon- 
clusive. 

SosMAN discusses intracranial lesions from the 
standpoint of the ordinary roentgenogram and 
describes the roentgen signs of skull lesions. With 
few exceptions, lesions of the skull are similar to 
those of other bones; they include injuries, anomalies, 
and deformities, inflammations and repair, and 
primary and secondary new growths. 

In the diagnosis of brain tumors, the roentgen ray 
may give general or localizing evidence or, better, 
indirect and direct evidence. The general signs are 
merely those of increased intracranial pressure and 
are of comparatively little value. Occasionally, 
displacement of a calcified pineal shadow may furnish 
valuable evidence as to the side of the lesion. Direct 
evidence of a brain tumor is the visualization of the 
tumor by means of a calcium deposit in the tumor 
mass or changes in the adjacent bone caused by the 
neoplasm. Only about a third of intracranial new 
growths give such evidence. Some of these are 
described minutely and shown by roentgenograms. 
While the roentgen ray is of considerable value and 
a decided help in certain cases, in the majority it is 
either of no help or merely confirmatory. A tumor 
previously unsuspected, previously unlocalized, or of 
a type other than that suspected, is identified in less 
than ro per cent, but the positive benefits derived in 
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that 10 per cent make it almost imperative that all 

patients believed to have a brain tumor be given the 

benefit of a thorough roentgen-ray examination. 
Hartunec, M.D. 


Peet, M. M.: Pituitary Adamantinomata: A Re- 
port of Three Cases. Arch. Surg., 1927, xv, 829. 


Pituitary adamantinomata are solid or cystic, 
benign or local malignant tumors containing enamel 
or enamel-forming tissue and developing from 
epithelial rests of the embryonic hypophyseal duct. 
Several types of tumors or tumor cysts in the sella 
and suprasellar regions have been described, but 
there is considerable confusion as to their classifica- 
tion and etiology. The most common tumor of the 
hypophysis is now regarded as an adenoma. The 
cysts are believed to develop from embryological 
remnants of the hypophyseal duct proper or from 
its extreme upper portion, the pouch of Rathke. 
Cysts or tumors arising from the duct are lined with 
squamous epithelium, and those arising from the 
pouch of Rathke with cylindrical, frequently ciliated, 
epithelium. 

Cysts arising from Rathke’s pouch are primarily 
intrasellar in origin, whereas tumors of the hypophys- 
eal duct, because of the rotation of the pituitary 
during its development, may occur at any point 
from the tuber cinereum at the base of the third 
ventricle downward along the infundibulum to the 
anterior hypophyseal lobe. Erdheim has shown that 
epithelial cell rests, remnants of the hypophyseal 
duct, can be demonstrated in 80 per cent of normal 
adults. 

As compared with pituitary adenomata, the squa- 
mous epithelial tumors originating in the hypophys- 
eal duct are relatively rare. They may be classified 
histologically as: (1) benign papillary cysts or 
intracystic papillomata, (2) benign or locally malig- 
nant adamantinomata, and (3) spindle-cell car- 
cinomata. 

Adamantinomata constitute about 50 per cent of 
tumors arising in the hypophyseal duct. They 
occur with equal frequency in both sexes, and are 
most common in the second decade of life. 

The clinical picture varies with the location of the 
tumor, but in nearly all cases there are symptoms of 
hypopituitarism and obesity. Many cases present 
the classical Froelich syndrome. Occasionally there 
is infantilism without adiposity. In older patients 
who have developed normally the growth of the 
tumor tends to reverse the secondary sexual char- 
acteristics. Drowsiness is a common symptom and 
is apparently not related to the degree of adiposity. 
In the author’s cases the basal metabolic rate was 
definitely subnormal. In none of the cases reported 
has glycosuria or polyuria occurred. 

Changes in the ocular fundi and defects in the 
visual fields depend upon the location of the primary 
growth. In suprasellar subchiasmal lesions, primary 
optic atrophy is the rule. 

If the tumor develops upward and backward, it 
obstructs the foramina of Munro and causes hydro- 
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cephalus and choked disk with simple contraction of 
the visual fields. The roentgenogram may show 
calcification above the sella. If the tumor grows 
downward, primary optic atrophy will result in- 
‘stead of papilloedema, defects will appear in the 
lower quadrant of the visual fields, and bitemporal 
or homonymous hemianopsia will result. 

Pressure upward into the third ventricle and 
downward on the chiasm and optic nerves usually 
produces a combined picture of increased intra- 
cranial pressure and primary optic atrophy with 
defects in the visual fields. 

The X-ray picture depends upon the site of the 
adamantinoma. When the tumor develops in ap- 
position to the anterior hypophyseal lobe, relatively 
early enlargement of the sella turcica is to be ex- 
pected. This may appear at first as a simple increase 
in size with thinning of the sellar floor or erosion of 
the anterior or posterior clinoid processes. When the 
tumor arises at the upper end of the infundibulum 
the sella may appear normal even when the growth 
has reached considerable proportions or the picture 
may be characteristic of a primary intrasellar 
growth. The most characteristic roentgen-ray 
observation is a suprasellar shadow. Calcification 
in this region is practically always in the wall of 
a cyst or an adamantinoma. 

The finding of a tumor at operation is suggestive, 
but a definite diagnosis depends upon microscopic 
examination. The latter reveals an adenoid cystic 
epithelioma usually with columnar cells in palisade 
formation at the periphery of the epithelial masses. 

The adiposity associated with pituitary and hypo- 
physeal duct tumors is probably due to the deficiency 
of hypophysis function resulting in cholesterol liposis 
with cholesterol retention or infiltration. 

The mortality of all treatments has been high. 
Operation offers the only hope of improvement. 

The author reports three cases. The first was 
that of a boy nine years old who was of the thin type 
and showed mainly optic atrophy with hemianopsia, 
loss of color perception, and enlargement of the sella 
with destruction of bone. An adamantinoma of the 
pituitary was incompletely removed. The operation 
was followed by some improvement in vision. 

The second case was that of a girl of ten years who 
was of the adipose type and showed bilateral 
papilleedema with optic atrophy and almost com- 
plete loss of color perception. The basal metabolism 
was subnormal. The X-ray showed slight enlarge- 
ment of the sella and an irregular circular calcified 
area above it. At operation, a suprasellar calcified 
tumor was found, which extended upward into the 
third ventricle and pushed downward on the chiasm. 
The tumor was removed almost completely. The 
pathological report was adamantinocarcinoma. The 
patient died soon after the operation. 

The third case was that of a girl of six years who 
was of normal type and showed mainly primary optic 
atrophy without papilloeedema. The X-ray revealed 
enlargement of the sella with destruction of the 
posterior clinoids and a suprasellar shadow due to 


calcification. Operation disclosed a cystic tumor 
After aspiration, the tumor was completely removed. 
The pathological report was adamantinoma of the 
craniopharyngeal duct and a cyst of Rathke’s 
pouch with cholesteatoma. The patient made an 
excellent recovery with considerable return of vision. 
ALBERT S. CRAWForD, M.D. 


Penfield, W.: Chronic Meningeal (Post-Trau- 
matic) Headache and Its Specific Treatment 
by Lumbar Air Insufflation; Encephalography. 
Surg., Gynec. & Obst., 1927, xlv, 747. 


The author reports the cases of seven patients who 
suffered from headache and dizziness following head 
injuries received from four weeks to eight years pre- 
viously. Cessation of these symptoms was first no- 
ticed in a case in which lumbar insufflation was done 
for diagnostic purposes. The second case presented 
such a desperate problem that the measure was 
undertaken frankly as an experiment. In the other 
cases it was done because there seemed to be good rea- 
son for the assumption that it would give relief. In 
the one case in which the vertigo recurred, only a 
small amount of air was used. This patient will 
probably be given another injection. 

In two of the cases, consciousness was not lost at 
the time of the injury, but in the others the period of 
unconsciousness ranged from two minutes to three 
weeks. In only three cases could a fracture be 
proved. The technique of the air insufflation and 
the after-care are described. 

A review of the literature shows that others have 
observed the cessation of headache after air injec- 
tion for encephalography, but in each case the im- 
provement was incidental to diagnostic study. In 
seven cases reported the head trauma was obviously 
the cause of the syndrome and the treatment given 
at first seemed to be of little avail as four of the seven 
patients spent from two to four weeks in bed follow- 
ing the injury. Some of them showed evidence of 
atrophy of convolutions; in others, air had evidently 
passed from the subarachnoid into the subdural 
space; and in two or three a definite subarachnoid 
cyst was seen. 

The syndrome is caused by a common mechanism 
which has to do with abnormality of the cerebral 
meninges. This abnormality may be associated with 
an alteration in the circulation of the cerebrospinal 
fluid caused by cysts, with fine meningeal adhesions, 
or accompanied by some mechanical disturbance. 
If a cystic arachnitis serosa is present, the air bubbles 
may separate the filamentous adhesions formed in 
this condition. GiLBert C. ANDERSON, M.D. 


SPINAL CORD AND ITS COVERINGS 


Herrmann, L. G.: A Bullet Free in the Spinal 
Canal. Aun. Surg., 1927, |xxxvi, 830. 


Foreign bodies free in the spinal canal are rare. 
The author reviews seven cases from the literature 
and reports one case of his own. The latter was the 
case of a laborer who entered the hospital in August, 
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1926, complaining of sharp shooting pains and 
attacks of numbness in the legs, cramp-like pains in 
the abdomen, difficulty in walking, urinary fre- 
quency, and impotence. Three years previously he 
had been shot by a 32-caliber pistol, the bullet 
entering the left hypochondrium near the mid- 
clavicular line. Operation was performed at that 
time, but the bullet was not found. As it was not 
thought to be in the spinal canal, the latter was not 
explored. The patient remained well until Decem- 
ber, 1925, when the symptoms mentioned gradually 
appeared. The possibility of tabes was considered. 

Examination revealed absence of the patellar, 
Achilles, and plantar reflexes and sluggishness of 
the abdominal and cremasteric reflexes. Over the 
posterior portion of the thighs there was slight 
hyperesthesia, but this was not constant. Two tests 
showed the spinal fluid to be negative. X-ray 
examination at different times revealed the presence 
of the bullet first in the region of the first sacral 
vertebra, then in that of the fourth lumbar vertebra, 
and again in that of the first sacral vertebra. At 
exploration in the region of the first sacral vertebra 
the bullet was not found and subsequent X-ray 
examination showed it to be in the region of the third 
lumbar vertebra where it had migrated probably 
because of the patient’s position on the table. At 
a second operation, during which the patient’s head 
and shoulders were elevated, the bullet was easily 
removed. 

The patient made a good recovery, and one year 
after the operation was free from symptoms. Except 
for sluggishness of the patellar and Achilles reflexes, 
the neurological examination was negative. 


Before the dura is opened in such cases it is well 
to allow sufficient time to elapse for the subsidence 
of the infection. Roentgenograms should be taken 
in various positions and fluoroscopic and stereo- 
scopic studies should be made. In the majority of 
the cases reported more than one operation had been 
performed because of failure to find the bullet in the 


expected position. Giteert C. ANDERSON, M.D. 


SYMPATHETIC NERVES 


Clark, S. L.: The Superior Cervical Sympathetic 
Ganglion in Angina Pectoris; a Microscopic 
Study. J. Lab. & Clin. Med., 1927, xiii, 101. 


Clark states that the location of the pathological 
changes of the chronic form of angina pectoris, the 
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exact source of the pain, and the best method of 
treating the condition are problems still to be solved. 
He reviews the anatomy and physiology of the 
sympathetic system from the standpoint of angina 
pectoris and the theories of various investigators 
regarding the condition. Little study has been made 
of the ganglia removed at operation. Clark reports 
on seven ganglia removed from such cases, giving 
the case histories and the findings as to the size and 
shape of the nerve cells, the amount of pigment, the 
state of the Nissl bodies, the relative number of 
capsule cells, the amount of connective tissue, the 
condition of the blood vessels, and the presence of 
leucocytes. Six of the ganglia were superior ganglia 
and one was a middle cervical ganglion. 

Some of the ganglia, chiefly those of older sub- 
jects, showed considerable brownish pigment in the 
cells. This pigment is known to increase with age, 
but it was found also in the ganglion of a ten-year- 
old boy who had died of rheumatic fever, a ganglion 
used as a control. In some instances, lymphocytic 
infiltration was found in small areas of connective 
tissue. There was no increase in the connective 
tissue nor any apparent change in the number or size 
of cells or fibers as compared with the controls. The 
vessels did not show any evidence of arteriosclerotic 
change. 

In each of the osmic acid preparations there were 
small clumps of large myelinated fibers resembling 
sensory fibers from the cardiac plexus through the 
lower sympathetic connections as traced by Edge- 
worth, Ranson, and Shawe. These were larger than 
the myelinated fibers of the sympathetic nerve 
trunk. Concerning their origin and course the author 
only speculates, but he presents reasons for the belief 
that they may be sensory fibers from some cerebro- 
spinal nerve. A sensory pathway from the heart 
through the vagus to the superior cervical sympa- 
thetic ganglion and then to the cord by way of the 
rami communicantes of the upper cervical nerves has 
been suggested. 

This histological study revealed no changes in the 
superior cervical sympathetic ganglion which are 
specific for angina pectoris, but Clark admits that 
the pathological changes of the condition might be 
located here though they are not recognizable under 
the microscope. The relief of the pain following 
the removal of the ganglion has not as yet been 
satisfactorily explained. 

C. AnNpERSON, M.D. 
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CHEST WALL AND BREAST 


McFarland, J.: Adenofibroma and Fibro-adenoma 
of the Female Breast. Surg., Gynec. & Obst., 1927, 
xlv, 720. 

A critical analysis of 289 benign fibro-epithelial 
tumors of the female breast was made from the 
clinical and the histopathological standpoints for 
the purpose of simplifying the nomenclature. These 
tumors had been classified by numerous pathologists 
of five first-class hospitals under thirty-three 
different names, including ‘‘adenoma,”’ “fibroma,” 
“myxoma,” “sarcoma,” “‘cystadenoma,” and their 
various combinations. 

Careful microscopic examination revealed 105 
true tumors, 147 non-tumors, and 37 indeterminates. 
The author suggests that the calling of non-tumors 
by the names of tumors may have been merely an 
attempt on the part of the pathologists to co-operate 
with the surgeons. 

The true tumors were all apparently varieties of a 
single genus, the periductal fibroma of Warren, in 
which the fibrillar structure seems to be derived from 
periductal tissue. They usually developed during 
the first half of sexual life, the average age of the 
patients being twenty-eight years. 

The non-tumors occurred as a rule in the second 
half of sexual life, the average age of the patients 
being thirty-seven years. These were simply mam- 
mary tissue, either normal or in some stage of in- 
volution. The author calls attention to the fact 
that there are anatomical and physiological dis- 
turbances of the breast especially related to puberty, 
pregnancy, lactation, and the menstrual periods 
which may occasion lumps that have no relation to 
tumors. 

In conclusion, McFarland states that a system of 
nomenclature which permits tumors and _ non- 
tumors to be given the same names is faulty and 
confusing, and should be abandoned. 

Maurice Meyers, M.D. 


Handley, W. S.: Parasternal Invasion of the 
Thorax in Breast Cancer and Its Suppres- 
sion by the Use of Radium Tubes as an Op- 
— Precaution. Surg., Gynec. & Obst., 1927, 
xlv, 721. 


The author believes that in many cases of cancer 
of the breast early invasion of the lymphatic glands 
lying along the internal mammary arteries takes 
place prior to operation. Therefore in nearly every 
primary operation on the breast he places a radium 
tube above the first rib close to the position of the 
terminal portion of the main lymphatic duct and 
buries another radium tube in the intercostal muscles 
at each of the inner ends of the first three intercostal 


spaces. He cites cases to demonstrate the importance 
of these sites in recurrences. Since he has been using 
this precaution, his cases show improvement as 
regards the incidence of recurrence. 

NaTHAN N. Croun, M.D. 


Medical Society of London: Late Results of Op- 
eration for Carcinoma of the Breast. Brit. M. 
J. 1927, ii, 1082. 


This report is based on 265 cases of carcinoma of 
the breast which were operated upon not less than 
1o years ago. All except 3 of the patients were 
females. The prognosis was about the same in both 
males and females, but was slightly better in single 
women than in married women. In young persons 
it is not so serious as is generally believed. 

Of 23 patients upon whom the radical operation 
was performed, 19 were alive and well from 10 to 20 
years later. Of 2 patients with involvement of the 
axillary glands at the time of the operation, 1 was 
alive and well 13 years later. The other was sub- 
jected to excision of a portion of the fourth costal 
cartilage and of the pericardium 7 years after the 
primary operation and died 12 years after the first 
operation from local recurrence. In 1 case, excision 
of the supraclavicular glands was necessary 1 year 
after the primary operation, but the patient was 
alive and well 18 years after the primary operation. 
In all of the cases just cited the diagnosis was 
macroscopic. 

In 212 cases the diagnosis was made both macro- 
scopically and microscopically. Of 45 cases of 
carcinoma of the scirrhous type, a radical opera- 
tion was performed in 40. Thirty-one of the pa- 
tients treated by radical operation were free from 
recurrence from 10 to 20 years later. In 26 cases 
the carcinoma was of the spheroidal-cell type. Of 
21 patients with this type of cancer who were sub- 
jected to radical operation, 19 were free from recur- 
rence from 10 to 20 years later. Of 4 patients with an 
adenocarcinoma who were operated upon radically, 
all were free from recurrence from 10 to 15 years 
later. Of 11 patients operated upon radically for 
encephaloid carcinoma, all were well from 10 to 23 
years later, and of 12 operated upon radically for 
duct carcinoma, all were well and free from recur- 
rence from 11 to 16 years later. 

In the series as a whole, the extent of the operation 
ranged from local excision of the tumor or excision 
of the breast to removal of the breast with fascia, the 
pectoralis major and minor, and the axillary glands. 
Of the 135 patients treated radically, 121 were free 
from recurrence from 10 to 22 years later. 

In nearly 25 per cent of the total number of cases 
one or more operations were necessary in addition 
to the primary operation. 
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Of the total number of 265 patients, 73.6 per cent 
were alive and well, with no signs of recurrence, 
from 10 to 34 years after the primary operation. 
Of the patients who were alive more than 10 years 
after the primary operation, a recurrence developed 
in about 17 per cent. C. O. Hempat, M.D. 


TRACHEA, LUNGS, AND PLEURA 


Moersch, H. J., and Boothby, W. M.: The Value 
of Oxygen Following Bronchoscopy in Chil- 
dren. Arch. Ololaryngol., 1927, vi, 542. 


Moersch and Boothby explain on pathological 
grounds the rationale of the administration of oxy- 
gen in the treatment of laryngeal cedema and its 
sequele. A vicious circle is established by the se- 
quence of narrowing of the laryngeal hiatus, in- 
creased respiratory effort, increased variation be- 
tween negative and positive pressures in the terminal 
bronchi, oedema of the alveolar walls, and obstruc- 
tion to the diffusion of oxygen with aggravation of 
the dyspnoea. If a foreign body and bacteria have 
been inhaled, bronchopneumonia results. 

The authors undertook treatment with the oxy- 
gen chamber to break the vicious circle by decreas- 
ing the cyanosis and diminishing the cedema. Their 
object was to decrease the danger of bronchopneu- 
monia. 

They report three cases. In the first case, bron- 
chopneumonia was established before the adminis- 
tration of oxygen. The cedema subsided rapidly, 
and within four days the pneumonic inflammation 
was nearly resolved. 

In the second case, tracheotomy had been done, 
but the presence of tenacious mucus and pulmonary 
cedema would have caused death if the oxygen cham- 
ber had not been used. Within twelve hours the 
patient was breathing easily and the temperature 
was normal. 

In the third case, a peanut had been aspirated 
into the left bronchus. Only by recourse to the oxy- 
gen chamber could the serious symptoms be con- 
trolled. These recurred within two hours after the 
patient’s exposure to ordinary air and abated on 
his return to the oxygen chamber. During such an 
interval the foreign body was removed and a con- 
siderable quantity of pus was aspirated from the 
bronchi. The temperature, which had been as high 
as 105 degrees F., returned to normal on the follow- 
ing day. The authors believe that the child’s life 
was saved by the use of oxygen. 


Morrison, L. F.: Pulmonary Abscess—Postopera- 
tive. California & West. Med., 1927, xxvii, 792. 


The author reviews 241 cases of pulmonary 
abscess, in 40 of which the condition followed an 
Operative procedure. 

At the San Francisco County Hospital and the 
University of California Hospital in the period from 
1913 to 1917, pulmonary abscess followed tonsillec- 
tomy once in 4,800 cases. After this operation the 
symptoms begin on the second, third, or fourth day. 
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and the abscess ruptures between the fifth and 
fourteenth days. After other operations the symp- 
toms begin with a septic temperature and often 
with pain in the chest on the third and fourth day. 
The abscess is formed much more frequently in the 
right lung than the left lung. 

For the first three months the treatment may be 
medical, expectant, and supportive. Bronchoscopy 
may be found of value. The condition may clear up 
under medical treatment or run a chronic course. 
The prognosis as regards complete cure is un- 
favorable. 

Postoperative lung abscess may result from the 
aspiration of infected material or infection of the 
lung by way of the blood or lymph stream. The 
author believes it is more apt to be produced by way 
of the blood stream after general surgical procedures 
and by aspiration during tonsillectomy. In 77.5 
per cent of 200 cases of tonsillectomy, Myerson found 
blood in the trachea and bronchi on bronchoscopic 
examination after the operation. 

Morrison concludes that the danger of the develop- 
ment of a pulmonary abscess is no greater after 
tonsillectomy than after other operations. The only 
abscesses that are preventable are those due to 
aspiration. Infection of the lung by way of the 
blood stream is not common. The lymph stream 
as a route of infection is of minor importance. 

C. O. Hempat, M.D. 


Hirsch, I. S.: The Roentgen Diagnosis of Malig- 
nant Neoplasms of the Lung. Radiology, 1927, 
ix, 470. 

With the advent of accurate methods of diagnosis, 
especially roentgen-examination, the determinaticn 
of malignant neoplasms of the lung has been facili- 
tated and the comparative frequency of such lesions 
has been demonstrated. Since the roentgen appear- 
ance is a representation of the gross pathology, a 
knowledge of the latter is essential for the correct 
interpretation of roentgenograms. The author de- 
scribes the gross pathology in detail as regards the 
type of tumor, the mechanical consequences of 
the growth of the tumor, the reactive processes in 
the surrounding lung and pleura, and secondary cir- 
culatory and degenerative processes in the tumor 
tissue. Though a case of lung tumor when first seen 
may present only one of the pathological changes 
cited, the average case, and particularly the case of 
long standing, presents to a greater or less degree 
nearly every variety of direct or indirect change of 
tumor formation. 

The relative diagnostic value of the clinical, bron- 
choscopic, and roentgenological examinations is dis- 
cussed at some length. Different types of malig- 
nant tumors of the lung may resemble each other so 
closely that it is impossible to differentiate between 
them. Secondary tumors usually produce multiple, 
definitely circumscribed, rounded shadows. Benign 
tumors cannot always be distinguished from malig- 
nant tumors by means of the roentgen appearance 
alone. 
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The roentgen examination gives information re- 
garding the point of origin, the topographical dis- 
tribution, the size, the direction of extension, and 
the presence of complications of lung tumors. The 
appearance presented is due to the following changes: 
(1) tumor; (2) stenosis-atelectasis; (3) inflammation; 
(4) necrosis; (5) cirrhosis; (6) fibrinous and exuda- 
tive pleuritis; and (7) adenopathy. The tumor may 
be hilar, parenchymal, miliary, or pleural. The 
roentgen picture of each of these forms is described 
in detail. The direct and indirect signs of stenosis 
are given and the value of intrabronchial lipiodol 
injections is discussed. The changes produced by the 
other conditions may at times completely obscure 
the primary process with which they are associated. 

For the purpose of differential diagnosis, the 
periods of growth of the hilar and alveolar tumors 
are divided into three stages: (1) the incipient; (2) 
the florid; and (3) the terminal. The diseases which 
must be differentiated from tumor growths at vari- 
ous stages are classified and the chief points of differ- 
entiation are given. The clinical history plays a 
most important part in the differential diagnosis of 
malignant tumors, particularly in their differentia- 
tion from inflammatory lesions and benign growths. 
At times a therapeutic test in the form of irradiation 
is an important aid. AvotpH Hartunc, M.D. 


HEART AND PERICARDIUM 


. A. Pericardial Pain: An Experimental 
Fy Clinical Study. Arch. Int. Med., 1927, xl, 715. 


The purpose of the study reported in this article 
was to determine as far as possible what structures 
within and adjacent to the pericardium are capable 
of producing pain and what laws govern the dis- 
tribution of this pain. 

The most reliable evidence bearing on these ques- 
tions is to be obtained by direct irritation of the 
various structures within and around the pericardial 
sac and the careful recording of painful sensations 
thereby induced with respect to both their quality 
and their localization. Such observations, of course, 
cannot be made on animals, and only exceptionally 
does the opportunity present itself in man. 


In two cases of chronic tuberculous pericarditis 


and two of rheumatic pericarditis—all with effusion - 


—Capps studied the reaction caused by irritation 
of the pericardium during paracentesis. In each case 
the skin was anesthetized with ethyl chloride and a 
trocar was inserted not far laterally from the lateral 
border of the pericardium. 

The introduction of the trocar through the parietal 
pleura was always accompanied by characteristic 
local pain. Before a second thrust through the peri- 
cardium was made, time was allowed for this pain 
to subside. Before much of the pericardial fluid was 
removed, the pericardium was irritated by means of 
a silver wire which was introduced through the 
cannula. 

It was found that in three instances in which the 
pericardium was punctured at the level of the fourth 
interspace, pain was not experienced, whereas when 
punctures were made at the level of the fifth or sixth 
space, pain was felt in the neck. This pain Capps 
attributes to irritation of the fibers of the phrenic 
nerve which may extend upward over the surface 
of the fibrous pericardium for a short distance. The 
results of irritation of the serous pericardium over- 
lying the heart seemed to indicate that this area is 
insensitive to pain. 

Capps’ clinical observations may be summarized 
as follows: 

In four cases of subacute and chronic pericarditis 
with large effusions, there was no pain over the heart 
and no precordial tenderness. 

Of four patients with simple dry pericarditis with 
to-and-fro friction sounds, two experienced dysp- 
noea (one complaining also of a tight feeling over 
the heart), but the two others had no distress of 
any kind. 

In four cases of infective coronary thrombosis the 
beginning of a dry pericarditis did not produce new 
pain or distress over the heart. 

Of five cases of pleuropericarditis, pain and ten- 
derness to pressure were present in all. 

From these experimental and clinical observa- 
tions Capps concludes that pain is present only in 
cases of pericarditis with involvement of the pleura. 

Aton Ocusner, M.D. 
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SURGERY OF THE ABDOMEN 


ABDOMINAL WALL AND PERITONEUM 


Paterson, D.: An Investigation into the Incidence 
tae in Children. Arch. Dis. Child., 1927, ii, 
328. 


Paterson states that of the total number of pa- 
tients entering the dispensary of the Hospital for 
Sick Children, London, in a period of 5 years, 0.8 
per cent had some form of hernia. Seventy-nine per 
cent of those with hernia were males. Of 773 
patients with simple inguinal hernia, 90 per cent 
were males. Of the 564 cases which were operated 
upon, a recurrence developed in 4 (0.7 percent). Of 
the 209 cases which were not operated upon, the 
hernia disappeared in 185. Therefore, of the 773 
cases, 24 per cent did not require operation. A 
spontaneous cure occurred in 37 per cent of the 
females, but only in 22 per cent of the males. The 
spontaneous cures occurred usually before the first 
year of age, but in some cases there were recurrences 
at intervals up to the age of three years. In some 
cases the neck of the sac underwent fibrosis, but 
remained a potential sac. Such a potential sac may 
later give rise to sudden hernia following exertion. 

Of the simple inguinal hernia, 62 per cent were on 
the right side, 20 per cent were on the left side, and 
18 per cent were bilateral. In females, the hernia 
was found on the right side in 45 per cent and on the 
left side in 35 per cent. 

Eight herniz were designated as strangulated, but 
did not necessitate resection of the bowel. They 
were all in infants under two years of age. 

Of the 214 patients with an umbilical hernia, 53 
per cent were males. One hundred and one of these 
hernie disappeared spontaneously, the incidence of 
such disappearance being about the same in males 
and females. Both inguinal and umbilical hernie 
were present in 30 males and 1 female. 

The treatment was: (1) circumcision if there was 
any straining, (2) the application of a rubber truss, 
and (3) operationafterone year. Forty-six of the um- 
bilical hernia were repaired and 67 were not oper- 
ated upon. A large number of the latter became 
much smaller. Since about half of the umbilical 
herniz closed spontaneously, operation is usually 
unnecessary for this condition before the twelfth 
year of age. James B. Brown, M.D. 


Buchbinder, J. R.: The Prevention of Peritoneal 
Adhesions and Encapsulation. The Prelimi- 
nary Report of an Experimental Study of the 
Peritoneal Reaction to Hypertonic Dextrose 
Solution. Surg., Gynec. & Obst., 1927, xlv, 769. 


_According to the voluminous literature on perito- 
hitis, no fluid or solid foreign body, however bland 
or non-irritating or sterile, can be placed in contact 


with the peritoneum without producing prompt 
encapsulation by adjacent loops of bowel or omen- 
tum, and no method has been developed whereby 
adhesions between contiguous inflamed loops of 
bowel and omentum can be prevented. 

The experimental work of Yates which was car- 
ried out in 1905 and is largely responsible for the 
present-day attitude regarding peritoneal drainage 
showed that relative encapsulation due to the pre- 
cipitation of fibrin is immediate and absolute encap- 
sulation occurs in less than six hours. Such bland 
substances as vaseline, paraffin oil, olive oil, pepto- 
nized milk, and egg albumen not only fail to prevent 
adhesions, but excite their formation by the produc- 
tion of a chemical peritonitis. 

When a hypertonic solution is brought into con- 
tact with the peritoneum it produces a transudate. 
Experiments performed by Buchbinder with a 20 
per cent solution of dextrose showed that when such 
a transudate is produced in sufficient amounts it 
limits or entirely prevents the formation of fibrin. 
Under such conditions Buchbinder was able to keep 
rubber drains of various types unencapsulated and 
communicating with the free peritoneum for two and 
three consecutive days. He attributes the preven- 
tion of fibrin formation and subsequent encapsula- 
tion to the great dilution of the peritoneal exudate. 

In another series of experiments performed by 
Buchbinder, tincture of iodine was used to produce a 
chemical peritonitis. The iodine was applied to the 
peritoneal surface of 10 or 12 in. of the small bowel. 
It uniformly produced massive inflammatory adhe- 
sions between almost all of the loops of small bowel 
and a violent, but sterile, peritonitis. The inflam- 
matory reaction spread to the omentum which com- 
pletely enveloped the infiltrated bowel to form a 
tumor that was readily palpable through the ab- 
dominal wall. When a transudate was maintained 
for twenty-four hours by means of repeated injec- 
tions of dextrose solution, adhesions between the 
contiguous inflamed loops failed to occur. 

The author calls attention to the fact that the 
method is associated with the danger of serious 
dehydration which in some cases may prove fatal. 
This danger is remote, however, if the maximum 
safe dose of the 20 per cent solution—one-fiftieth of 
the body weight—is not exceeded. Normal saline 
solution should be administered intravenously. 

The peritoneum is only slightly damaged. Histo- 
logically, a mild serous peritonitis is produced. 
Glycosuria is of uniform occurrence, but taxation of 
sugar tolerance is not a source of danger and can be 
controlled by the administration of insulin. In the 
cases of some of the dogs experimented upon, no 
harm resulted when the abdomen was filled with 
fluid and there was a constant glycosuria for a week. 
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In conclusion the author states that if this experi- 
mental work is carried out farther with bacterial 
peritonitis, it may improve the treatment of severe 
diffuse or spreading peritonitis by facilitating drain- 
age for the removal of a vast amount of toxic 
exudate. 


Johnson, H. L.: Observations on the Prevention of 
Postoperative Peritonitis and Abdominal Ad- 
hesions. Surg., Gynec. & Obst., 1927, xlv, 612. 


The author cites Deaver’s classification of adhe- 
sions. Deaver groups adhesions into the congenital 
and acquired types and subdivides those of the 
acquired type into the inflammatory and the opera- 
tive. He states that inflammatory adhesions may 
be constructive as well as destructive. Constructive 
adhesions represent the deposit of fibrin in the 
primary reaction against peritoneal inflammation. 
Destructive adhesions are dense unabsorbable bands 
of organized fibrin. It is particularly with the con- 
structive adhesions that Johnson deals in this 
article. 

Among the causes of abdominal adhesions men- 
tioned by Deaver are collections of blood in the 
peritoneal cavity, visceral exposure, and the trauma 
of sutures, ligatures, instruments, and poor operative 
technique. The early reaction to an inflammatory 
process is characterized by a serous effusion con- 
taining phagocytes. In addition to this serous effu- 
sion, the visceral layer of the peritoneum becomes 
covered by a fine layer of fibrin which is constructive 
and protective and in the absence of a severe peri- 
tonitis or extensive trauma is usually absorbed. 

The author cites McCallum’s explanation of the 
autolysis or digestion of the adhesions by a pro- 
teolytic ferment present in the effusion. Opposing 
this ferment there is formed the anti-enzyme limiting 
the action of the leucoprotease. These ferments are 
normally present within the leucocytes and aid in 
the action of the latter. Upon disintegration of the 
leucocytes, they become liberated to act on sur- 
rounding tissues. Therefore if the proteolytic enzyme 
preponderates, liquefaction and abscess formation 
result, but if the anti-enzyme is in excess, the 
liquefaction is checked. 

Many substances have been used to aid this reac- 
tion. Recently, a Japanese surgeon, Kubota, suc- 
ceeded in causing the resolution of artificially pro- 
duced adhesions by the use of a 1:200,000 solution 
of papain, a ferment from the unripe fruit of the 
pawpaw tree which is active in neutral and alkaline 
media. 

Johnson was led to investigate the biological pre- 
vention of abdominal adhesions by reports from 
Germany. In a cesarean section for placenta previa 
on a patient who was in need of blood transfusion 
he left all of the blood and amniotic fluid released by 
the operation within the abdomen and the pelvis. 
The patient made a perfect recovery. He has sub- 
sequently followed the same procedure in fifty-three 
abdominal cesarean sections. In eighteen of these 
cases he inspected the abdomen at later operations. 


Even when definite infection was present, the post- 


operative course was normal and without the for- | 


mation of adhesions. 

In experimental work done to determine the effect 
of amniotic fluid in the abdomen of the guinea pig 
following severe trauma to the intestine and peri- 
toneum, very satisfactory results as regards to the 
prevention of adhesions were obtained. 

Johnson draws the following conclusions: . 

1. Amniotic fluid is a logical substance to employ 
for the prevention of adhesions since one of its chie/ 
functions in its natural location is the prevention o/ 
adhesions between the amniotic sac and the fetus. 

2. This fluid, sterilized by the Berkefeld filter 
method, is safe to use in the abdominal cavity after 
operation. 

3. Its action in the peritoneal cavity is the imme- 
diate production of a protective layer of fibrin on 
the peritoneal surfaces and a moderate local leuco- 
cytosis followed by complete resolution of the 
fibrinous deposit leaving no permanent injury to the 
serous surface. 

4. It prevents peritonitis by its quick action in 
setting up a fibrinous wall of defense and stimulating 
a moderate local leucocytosis. It prevents adhesions 
apparently by stimulating the rapid resolution of 
the plastic exudate through the action of proteolytic 
ferments which in turn are due to the local leuco- 
cytosis. 

5. Laboratory and clinical observations have 
proved beyond any reasonable doubt that the 
presence of this fluid in the abdominal cavity after 
operation has a distinct beneficial action against the 
development of peritonitis and the formation of 
adhesions and is without a deleterious effect. 

Herman O. McPuEeEters, M.D. 


GASTRO-INTESTINAL TRACT 


Moutier, F. and Porcher, P.: Medical Cure of 
Craterous Ulcers of the Stomach under Radio- 
logical Control (Guérson médicale sous contrdéle 
radiologique des ulcéres de l’estomac). Presse méd., 
Par., 1927, XXXV, IOQI. 


The term “craterous”’ (Cruveilhier) is applied to 
ulcers which show an X-ray image that partially or 
completely traverses the muscle and produces a 
peritoneal swelling. A diverticulum representing the 
interior of an exteriorized ulcer which remains at- 
tached to the stomach by only a narrow canal may 
be difficult to show with the X-ray. False pro- 
jections, wrinkles, and niches due to contraction 
or deformations by gastritis, perigastritis, or spasm 
vary from day to day and may disappear after the 
administration of atropine, but crater shadows 
directly due to an ulcer are practically constant in 
contour and site. The X-ray confirms the medical 
cure of ulcers. The projecting-image types of ulcer 
occur almost exclusively on the lesser curvature. 
Ulcers in the pyloric region rarely present cavernous 
shadows. In cases of duodenal ulcer, complex de- 
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formities are noted more often than typical cavity 
shadows, and the therapeutic progress is difficult to 
follow roentgenologically. 

The authors report twelve cases of cavernous 
ulcers of the lesser curvature with X-ray images 
ranging from a spur to a swollen ampulla and varying 
ulcerations which just penetrated the muscle or 
burrowed to or destroyed the peritoneum so that 
the base was formed by a sclerolipomatous placque 
or an adjacent organ. In seven cases there were 
spurs or cups, and in five, true niches of Haudek. 
Some of the ulcers emptied rapidly. Others filled 
spontaneously or did not fill, according to the rela- 
tion of the mouth to the folds, or were revealed 
by a suspended spot visible after evacuation of the 
stomach. A shadow was often seen on the greater 
curvature in relation to the lesion. The ulcers had 
produced the classical symptoms and had existed 
for months or many years. 

The treatment consisted in rest, a lactofarinous 
diet, and the administration of a 70 per cent 
bismuth mixture morning and evening for many 
months and of from 1 to 1!4 mgm. of atropine per day. 
When possible, the atropine was given subcutane- 
ously. The authors prescribe kaolin, bicarbonate 
of soda, or the Sippey method only to relieve pain. 
Lactofarinous foods are disinfected by cooking and 
combat the congestion of the gastritis and the ulcers. 
The bismuth protects the mucosa from the mucous 
flow and is bactericidal, antisecretory, and anti- 
spasmodic (hypovagotonizing). 

In the cases reviewed the improvement was 
usually very rapid. The subjective amelioration 
closely paralleled the objective change shown by 
the X-ray. Generally in ten days the X-ray image 
was notably modified: a niche was reduced to an 
ampulliform projection, and a spur was thinned and 
shrunken. Soon the cavernous image looked 
like a little cone which was lifting the wall or like a 
comma hanging from the wall. Roentgenograms 
revealed persistent deformities inaccessible to direct 
examination. Healing was considered complete 
when all trace of the cavity was gone. A segmentary 
rigidity of the lesser curvature at the site of the lesion 
occasionally persisted for a time, as indicated by 
inability to pleat the stomach wall and by non- 
propagation of waves on the diseased area. The 
latter relates only to the lower half because peristal- 
tic waves normally fail in the upper third of the 
lesser curvature. 

The ulcer evolution varied with the severity of 
the lesion and diverse associated factors such as, 
parietal infection, oedema, and _ neurovascular 
troubles. Healing was completed in from six weeks 
to three or six months or an average of two months. 
Feissly has reported rapid results in cavernous 
ulcers of the lesser curvature obtained with insulin 
which elevates the blood alkalies. From the stand- 
point of the direct gastric action, the authors 
consider the use of insulin in gastric ulcer illogical 
as insulin is a most active hypervagotonic and gastric 
ulcer is accompanied by intense vagus irritation. 
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Einhorn and Damade have obtained rapid amelio- 
ration and cure in.deforming duodenogastric ulcers 
by duodenal feedings. Moutier and Porcher’s 
treatment relieves the ulcers equally quickly and 
in many cases gives clinical and roentgenological 
healing in from five to eight weeks. However, 
duodenal feedings are indispensable in cases re- 
quiring absolute gastric rest. 

The authors note that cavernous ulcers treated 
medically recover with extreme ease at times, and 
they emphasize the advisability of the prolonged, 
combined use of bismuth and atropine, which 
surpasses all other ulcer treatments and is especially 
superior to the use of complex alkalies. Only 
certain ulcers of the lesser curvature resist medical 
therapy. After simple gastro-enterostomy, the 
authors have often noted the regression of the caver- 
nous images with the rapidity and progress obtained 
by medical therapy alone. Their treatment is most 
effective in ulcers at a distance from the pylorus. 
For pyloric or duodenal ulcers, surgery is preferable 
to purely medical therapy. To the argument that a 
mucus plug or a clot may give deceptive X-ray 
evidence of cicatrization of a cavernous ulcer, the 
authors state that the ulcers in which progressive 
regression is followed regularly are not ulcers closed 
accidentally and temporarily; also that the roentgen- 
ological and clinical healing are parallel. The ulcer 
defect occurs in tissues not only sclerous but also 
very oedematous, especially during the inflammatory 
attack. Hence the subsidence of the interstitial 
inflammation and the connective tissue proliferation 
of the base with the swelling of the walls and epithe- 
lial growth on the surface quickly reduce the depth 
of the cavity which then only awaits total effacement 
and cicatrization. 

Ulcer recurrences evolving in long periods are 
evidenced by giant ulcers. In the case of an elderly 
patient the authors observed the return of ulcer 
symptoms with re-appearance of a cavernous image 
after a clinical cure of eighteen months’ duration. 
They believe that in addition to the continuous 
ulcers with interrupted clinical manifestations 
new ulcers often form on the cicatrix of a former 
ulcer or in some other area not yet eroded. They 
consider that gastric ulcers evolve much more 
rapidly than was formerly believed. Even craterous 
ulcers may be old in only a few months and may 
become cicatrized or perforate in a few weeks. 

New gastric symptoms developing many months 
after the clinical and roentgenological healing of 
an ulcer may be due to persistent ptosis, gastritis, 
perigastritis, or neuritis. 

Wa ter C. Burket, M.D. 


Nordmann, O.: Corrective Surgery Following 
Unsuccessful Operations for Ulcer (Korrek- 
turoperationen nach erfolglosen Ulcusoperationen). 
Zentralbl. f. Chir., 1927, liv, 1893. 


Nordmann says that the indications for a new 
operation in the cases of patients previously oper- 
ated upon for gastric ulcer depend upon the sever- 
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ity of the symptoms. As a rule the most important 
symptom is intolerable pain which is usually located 
in the mesogastrium, but often radiates to the back 
and occasionally also to the shoulder. Peptic ulcer 
of the jejunum can usually be suspected with con- 
siderable certainty. X-ray examination often leaves 
the diagnostician in doubt. 

Secondary corrective operations are frequently 
postponed too long because of difficulty in deter- 
mining the proper time for surgical interference. 
This difficulty is due to the fact that persons suffer- 
ing from ulcer are usually of a nervous tempera- 
ment. 

Before a secondary operation is considered it is 
necessary to eliminate all other pathological condi- 
tions of the abdomen, especially appendicitis and 
cholecystitis. When this has been accomplished, 
careful ulcer treatment should be carried out, 
whether there is hyperacidity or anacidity. This 
applies also to cases with symptoms following ex- 
tensive resection. Surgery is indicated only when 
medical treatment fails to give relief. The type 
rather than the number of previous operations 
should be considered in determining the necessity 
for another laparotomy. After a palliative opera- 
tion, the decision as to the advisability of another 
operation should be made as soon as possible. 

In a series of 300 gastric operations, Nordmann 
performed 27 secondary operations. In 3 cases the 
first operation was done for adhesions; in 2 cases 
it was a cholecystectomy; in 2 cases, simple excision 
of an ulcer; in 2 cases, a sleeve resection of the 
stomach; in 15 cases, a posterior retrocolic gastro- 
enterostomy; in 1 case, a gastro-enterostomy with 
closure of the pylorus; in 1 case, a posterior and 
anterior gastro-enterostomy; and in 1 case a retro- 
colic gastro-enterostomy with suturing of the ulcer. 

The corrective operations were a gastro-enteros- 
tomy in 3 cases (2 with subsequent resection) ; pylo- 
rectomy with preservation of the existing gastro- 
enterostomy in 4 cases; gastric resection for peptic 
ulcer with a fistula in 5 cases; separation of the 
gastro-enterostomy without further surgery in 4 
cases; separation of the gastro-enterostomy and the 
Billroth II operation in 3 cases; and separation of 
the gastro-enterostomy and the Billroth I operation 
in 8 cases. 

The results of these corrective operations varied 
greatly. The 3 gastro-enterostomies gave only tem- 
porary relief; in 2 of the cases a gastric resection 
was necessary later. The 4 pylorectomies with 
preservation of the gastro-enterostomy were fol- 
lowed by cure. After the operation for gastrocolic 
fistula the transverse colon was resected and the 
posterior gastro-enterostomy replaced by an ante- 
rior one. A Billroth I operation performed later for 
peptic ulcer has now been followed by freedom from 
recurrence for three years. Separation of the gastro- 
enterostomy with restoration of the normal anatomy 
resulted in a cure in every instance because the pa- 
tients had had no ulcer originally and the operation 
has been performed without the proper indications. 


Of the 11 patients who were subjected to a primary 
typical resection, all were completely cured. 


In the 30 corrective operations performed upon . 


27 patients there were three deaths due, respective- 
ly, to peritonitis, perforated duodenal ulcer, and 
strangulation ileus. The best corrective operation 
is the typical Billroth I resection. Nordmann did 
not find it necessary to perform a corrective opera- 
tion after any resection he had done himself, but in 
the case of a patient who had been subjected to a 
Billroth I resection by another surgeon he found an 
ulcer in the suture line and a portion of the pylorus 
that had not been removed. 

A residual gastric ulcer which had not been in- 
fluenced by the primary operation was found 16 
times and a peptic ulcer at the site of the gastro- 
enterostomy, 15 times. In 6 cases no definite ulcer 
was discovered. In only 1 case was there a true 
gastrocolic fistula. All of the secondarily removed 
portions of stomach showed a severe gastritis. 

The findings in this series of cases indicate that 
many of the first operations were done without 
the proper indications. Gastro-enterostomy should 
never be performed in cases of fresh ulcer. It is 
indicated only for callous ulcer-stenosis and duo- 
denal ulcers which cannot be resected. In such 
cases it gives good results. Simple suturing of the 
ulcer and sleeve resection give poor results. From 
the point of view of the permanency of the results, 
the Billroth II method does not compare with the 
Billroth I method, provided the pylorus is com- 
pletely resected in the latter. Recurrence is best 
prevented by extensive resection, but there is no 
certain method of preventing peptic ulcer of the 
jejunum. In secondary operations, palliative pro- 
cedures should be avoided if possible. The Billroth I 
method is the operation of choice. In cases of duo- 
denal ulcer which cannot be resected, a Reichel 
operation may be performed. When there is no 
demonstrable peptic ulcer, exclusion of the pylorus 
at least should be done. Still better is it to remove 
the gastro-enterostomy. In cases of peptic ulcer fol- 
lowing the Billroth II operation, the loop of small 
bowel should be freed and, if possible, an anasto- 
mosis made between the duodenum and the seg- 
ment of stomach. In cases of peptic ulcer following 
a Billroth I operation, another resection with 
careful removal of remnants of the pylorus is in- 
dicated. 

The study of the specimens obtained in these cor- 
rective operations was surprising as the pathological 
findings were slight when contrasted with the symp- 
toms. The symptoms were probably due to gas- 
tritis, distortion of the stomach, and spasm. 

Loenr (Z). 


Short, A. R.: Vomiting After Operations on the 
Stomach. Brit. M. J., 1927, ii, 1135. 

Short says that vomiting which begins a day or 
two after operation on the stomach is not uncom- 
mon. In some cases, it is due to the anesthetic 
or to blood in the stomach, and will soon stop. 


t 
( 
f 
I 


| 
| 
| 
| 
] 
‘ 
| 
| 
] 
| 


tic 


SURGERY OF THE ABDOMEN 279 


Repeated vomiting that lasts for days and en- 
dangers life may be due to a vicious circle following 
an improperly done gastro-enterostomy. Either the 
loop of bowel leading to the stomach is too long, or 
there is an acute kink in the bowel at the point of 
anastomosis. 

Vomiting may be due also to infection of the peri- 
toneum at the line of suture or to adhesions of the 
suture line. Short believes that the presence of 
adhesions between the anterior and posterior suture 
line of the mucosa is one of the common causes of 
persistent vomiting after gastric operations. In this 
type of vomiting, there is no bile in the vomitus as 
none can enter the stomach. Two cases of this kind 
are cited. 

To prevent the occurrence of adhesions, Short 
inserts a corrugated rubber dam between the ante- 
rior and posterior sutured mucosa. 

I. Epwarp Bisuxow, M.D. 


Ginzburg, L., and Beller, A. J.: Non-Metallic Per- 
forating Intestinal Foreign Bodies. Ann. Surg., 
1927, Ixxxvi, 928. 


Perforation by small non-metallic foreign bodies, 
such as fish bones, chicken bones, or slivers of wood, 
occurs most frequently in the large intestine, espe- 
cially at the flexures and in the cecum. 

The condition is more frequent than it is generally 
believed to be. Of the twelve proved cases occurring 
at the Mount Sinai Hospital, New York, within the 
last ten years, nine were discovered in the last three 
years. The difficulties in recognition are due to the 
lack of a leading history, failure to visualize this 
type of foreign body by the X-ray, and the wide 
variety of clinical manifestations. 

The perforation may manifest itself in various 
ways. The most common signs and those of most 
importance to the surgeon are symptoms of acute 
peritonitis; localized intra-abdominal abscesses; 
intra-abdominal, usually pericolonic, inflammatory 
tumors; tumor of the abdominal wall; abscess of the 
abdominal wall; and inflammation and obstruction 
in a hernial sac. 

In pericolonic tumors which do not invade the 
intestinal lumen or cause stenosis, the possibility 
that the mass is a foreign-body tumor should be con- 
sidered. Recognition of this condition will decide 
the surgical indication and render a hazardous 
operation unnecessary since removal of the foreign 
body and drainage will suffice to effect a cure. 

; Joun J. Matoney, M.D. 


Puccinelli, V.: Tumors of the Small Intestine 
(Tumori dell’intestino tenue). Arch. ital. di chir., 
1927, xviii, 273. 

This article is based on twenty-three tumors of 
the small intestine: seven carcinomata; two sar- 
comata; seven tumors of lymphatic tissue which the 
author classifies as round-cell lymphosarcomata; one 
fibroma; and six tumors of doubtful interpretation, 
one being found in a case of so-called intestinal pneu- 
matosis. These neoplasms were discovered in the 


course of 24,000 operations. In the same series, 
about 500 tumors of the stomach and 450 tumors of 
the colon and rectum were found. 

Carcinomata are frequent in the stomach, colon, 
and rectum, but very rare in the small intestine. 
Sarcomata, though rare as compared with carci- 
nomata, are more frequent in the small intestine than 
in the rest of the digestive tract. 

A clinical diagnosis of the different forms of tumor 
of the small intestine is impossible. Intestinal neo- 
plasms generally do not cause symptoms until some 
late complication develops, such as stenosis, occlu- 
sion, invagination, or perforation. Histological diag- 
nosis of the different forms of carcinomata can be 
made. There has been a great deal of discussion of 
the nature of the tumors of lymphatic tissue in the 
small intestine, but the author classifies such growths 
as true tumors and calls them “lymphosarcomata.”’ 

The chief value of this article lies in the detailed 
histological descriptions of the tumors and the ex- 
cellent anatomical and histological illustrations. 

Aubrey G. Morcan, M.D. 


Key-Aberg, K.: Contribution to the Knowledge of 
Myomata in the Small Intestine. Acta chirurg. 
Scand., 1927, \xii, 261. 


A man, sixty-five years of age, had noticed a 
swelling in his abdomen one month before his ad- 
mission to the hospital, but he had otherwise been 
free from symptoms except those due to sluggish- 
ness of the bowels. 

Examination revealed a smooth and elastic ab- 
dominal tumor the size of a child’s head, which 
extended from slightly above the umbilicus almost 
down to the symphysis. The Weber test was found 
positive in the feces, and there was marked second- 
ary anemia. 

At laparotomy, the tumor was discovered to be 
so intimately connected with a loop of the small 
intestine that it was impossible to free it. The in- 
testine was therefore resected. The tumor weighed 
nearly 1,280 gm., and was of a type intermediate 
between a subserous and a submucous growth as 
almost one-fourth of it was within the intestinal 
lumen and about three-fourths was outside the in- 
testinal wall. The microscopic picture was that of 
a levicellular fibromyoma which probably had arisen 
from the innermost layer of the tunica muscularis. 

In the available literature, the author has found 
the reports of seven similar cases. 


Delrez, L.: Carcinoma of the Small Intestine: 
Four Personal Cases (Cancer de l’intestin gréle. 
Quatre observations personnelles). J. de chir., et 
Ann. Soc. belge de chir., 1927, 119. 


Carcinoma of the small intestine is rare. Hintz, 
in 1912, collected the records of fifty-two cases, 
eight of which were autopsy reports. He studied 
the condition thoroughly and concluded that the 
most frequent sites of this tumor are the jejunum 
and the terminal ileum. The patients are seen by 
the surgeon because of obstruction symptoms. As 
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lymphatic extension is slow, there is sufficient time 
for efficacious treatment. 

Delrez has not made a statistical’study of the con- 
dition, but reports in detail four personal cases, 
making short comments on each. 

Case 1. Carcinoma with epithelial pearls in the 
ileum. The patient, a man of sixty-two years, had 
been treated for, and apparently had recovered 
from, peptic ulcer about three years previously. For 
four months he had been having crises of severe 
abdominal pain which at times required morphine. 
There had been a moderate loss of weight. Physical 
examination and roentgenoscopic study were nega- 
tive. The tumor was discovered at laparotomy and 
the bowel resected. The patient died three months 
later from an epigastric tumor. No autopsy was 
made. 

Case 2. Stenosing cylindrical-cell carcinoma of 
the jejunum. The patient, a woman of fifty-seven 
years who had previously been in good health, had 
suffered from abdominal pain and colic for the past 
three or four months, during which time she had lost 
considerable weight. In the past two weeks she had 
vomited at times. On examination, a tumor was felt 
to the left of the umbilicus, and visible peristalsis 
was noted. There was no obstruction of the colon 
although stools were scanty. At laparotomy, a 
perforated jejunal ulcer was found; the perforation 
had been closed by the omentum. No glands were 
discovered. The affected bowel was resected and an 
anastomosis made. The patient was still alive and 
in good health nine months after the operation. 

Case 3. Carcinoma of the duodenojejunal flexure. 
A woman sixty years of age had had vague gastric 
and epigastric distress for four months. A small 
epigastric mass was removed and thought to be an 
epiplocele until histological examination revealed it 
to be an adenocarcinoma. The symptoms were not 
relieved by the operation, and ultimately vomiting 
occurred. On examination two months after the first 
operation, the epigastric mass was found to have 
recurred. An indefinite resistance was felt in the 
epigastrium, but was shown roentgenologically not 
to affect the stomach or duodenum. Despite the 
negative X-ray findings, a diagnosis of obstruction 
high up in the small bowel was made and laparotomy 
was performed. A carcinoma of the duodenojejunal 
flexure with numerous glandular metastases was 
found. Duodenojejunostomy afforded the patient 
relief until her death from ascites and icterus five 
and one-half months later. Worthy of special note 
in this case were the early umbilical metastasis, the 
negative roentgen-ray evidence, and the relief 
afforded by the anastomosis. 

Case 4. Carcinoma of the jejunum. A woman 
fifty-four years of age had had symptoms of intes- 
tinal obstruction for a number of months. There 
was no distention and no constipation. The absence 
of vomiting indicated that the lesion was below the 
duodenum or jejunum. An elusive tumor was felt 
occasionally in the epigastrium. A diagnosis of pos- 
sible stenosis of the ileum was made. The roent- 


genologist favored a diagnosis of periduodenal adhe- 
sions, but could not localize the lesion. An annular 
stenosing tumor of the jejunum was found about 40 
cm. below the duodenojejunal flexure. Resection 
was accomplished and an anastomosis made. No 
glands were found. The phantom tumor was 
thought to be due to contractions of the hyper- 
trophied intestine proximal to the tumor. 
Mricuaet L. Mason, M.D. 


Cryderman, W. J.: Duodenal Diverticula. Canadiai: 
M. Ass. J., 1927, xvii, 1455. 

Duodenal diverticula were first described in 1710 
and first demonstrated by means of the roentgen 
ray in 1912. 

The condition is usually found late in life and 
appears to be much more common in females than in 
males. The diverticula vary in size from that of a 
pea to that of a small orange. Over half of them 
occur in the second portion of the duodenum. Some 
1 the latter may be dilatations of the ampulla of 

ater. 

Duodenal diverticula are false diverticula as they 
do not contain all of the coats of the bowel. The 
mucosa and submucosa are present, but the muscular 
coats are lacking. They are, in fact, true herniations 
of the mucosa through the muscular coat. Accord- 
ing to the theory most generally accepted, they are 
either directly or indirectly congenital, enlarging 
and producing symptoms late in life. The belief that 
they are congenital is supported by the fact that they 
have been demonstrated in: (1) the embryo, (2) in 
very young children, in association with diverticula 
in other organs, and (3) the region of the ampulla of 
Vater where the pancreatic ducts are developed from 
duodenal buds. The theory that they are acquired is 
supported by the facts that they nearly always occur 
on the mesenteric side of the duodenum where the 
muscular wall is weakened by the passage of the ves- 
sels; they seem to appear and produce symptoms 
late in life; they have been found in association with 
obstruction due to a new growth; and they have 
been formed experimentally by distending the bowel 
with water. 

So-called traction diverticula due to adhesions 
resulting from ulcer or gall-bladder disease are most 
frequent in the first portion of the duodenum. 

The pathological changes that may occur in duo- 
denal diverticula are similar to those occurring else- 
where in the digestive tract. They consist in acute or 
chronic inflammation, perforation, and secondary 
changes in the pancreas and liver. Carcinoma aris- 
ing in duodenal diverticula is apparently rare. 

Duodenal diverticula frequently do not produce 
symptoms. When they do, the picture is usually so 
vague and atypical that the diagnosis cannot be 
made clinically. 

The diagnosis is usually made during a roent- 
gen-ray examination. Very careful and repeated 
fluoroscopic examinations are often necessary. The 
differential diagnosis is usually not difficult except 
in cases of penetrating ulcers. 
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Operation is advisable in well-selected cases in 
which the diverticulum appears to be the cause of 
symptoms which are severe enough to warrant the 
risk and other methods of treatment have failed. 
Diverticula arising from the anterior surface of the 
duodenum are easily approached, but those spring- 
ing from the posterior surface are often closely re- 
lated to the pancreas and are difficult to operate 
upon. The operation of choice is excision, invagina- 
tion of the sac, and gastro-enterostomy. 

Cyrit J. GLaspEL, M.D. 


Wilkie, D. P. D.: Duodenal Ulcer in the Female. 


Lancet, 1927, ccxiii, 1228. 


Statistics from the Royal Infirmary of Edinburg 
prove that duodenal ulcer is a much more common 
lesion today than it was twenty years ago. 

Duodenal ulcer is much more common than gas- 
tric ulcer in both sexes. It occurs at all ages, and is 
not as rare among females as is generally believed. 

In 35 per cent of the cases of duodenal ulcer in 
females the history and symptoms were not classical. 
Flatulence associated with attacks of epigastric pain 
not related to eating was common and often sug- 
gested cholecystitis. Wilkie terms this clinical pic- 
ture the ‘‘cholecystoduodenal syndrome.” The 
absence of the typical hunger pains in the female is 
best explained by the habit of women engaged in 
household duties of taking food between meals. The 
male, with fixed hours for work, has longer fasts and 
less opportunity to ward off hunger pain. 

Occasionally a diagnosis of cholecystitis with stone 
has been changed to that of duodenal ulcer by means 
of cholecystography combined with the barium-meal 
test. In this procedure, a preliminary X-ray exami- 
nation of the gall bladder is followed by the intrave- 
nous injection of tetra-iodophenolphthalein. On the 
following day a second roentgenogram is made of the 
gall-bladder area. A barium meal is then given and 
a roentgenogram of the stomach and duodenum is 
made. A little later a fatty meal is given, and two 
hours later a final roentgenogram is made of the gall 
bladder. By means of these four films, valuable 
diagnostic aid may be obtained. 

In the case of the female, the relatively mobile 
duodenum makes gastroduodenostomy an easy and 
safe operation, and this or gastrojejunostomy is the 
operation of choice. When there is an associated 
gastric ulcer, excision of the ulcer combined with 
gastro-enterostomy is usually most satisfactory. 
The appendix was found to be diseased and was re- 
moved in approximately one-third of the cases. In 
cases of simple ulcer, resection of either the stomach 
or duodenum, or both, is not necessary. 

Cyrit J. M.D. 


Koch, J.:_ A Case of Retroperitoneal Haematoma 
After Duodenal Resection (Ein Fall von retro- 
peritonealem Hematom nach Duodenalresektion). 
Arch. f. klin. Chir., 1927, cxliv, 282. 


In the case of a man thirty-one years of age, the 
first part of the duodenum and the prepyloric part 


of the stomach were resected for a callous, crater- 
shaped ulcer between 4 and 5 cm. from the pylorus 
which had perforated into the pancreas. The patient 
had had symptoms of duodenal ulcer for four years. 
The base of the ulcer was not removed, being merely 
cauterized. The rest of the duodenum involved was 
resected and the stump covered by the pancreas and 
its capsule. It was necessary to do a Billroth II with 
a Braun entero-anastomosis because the descending 
part of the duodenum could not be sufficiently 
mobilized. 

Before the operation was finished, a retroperi- 
toneal hematoma was noticed, but was regarded as 
of no consequence because it failed to become larger 
while it was watched. Five hour’ after the operation, 
the patient suddenly became restless, markedly 
anemic, and pulseless, but later his condition im- 
proved without operative interference. Five days 
later, he suddenly developed chills, a high fever, and 
pain under the right costal margin where a tumor 
the size of a fetal head could be palpated. Three 
days later, about a liter of coagulated blood was 
evacuated from this tumor through the operative 
incision. Despite drainage for a day, a fist-sized 
fluctuating mass then developed in the left inguinal 
region and the temperature rose to 39 degrees C. 
Drainage evacuated half a liter of coagulated blood 
from the retroperitoneal space. 

Koch believes that the source of the hemorrhage 
was a venous plexus in the serosa-free posterior wall 
of the duodenum, where tearing readily causes bleed- 
ing which is difficult to stop. The brittleness of the 
blood vessels in chronic inflammations must also be 
considered as an etiological factor. 

BERGEMANN (Z). 


Schmieden, V., and Westhues, H.: The Clinical 
Aspects and Pathology of Polyps of the Colon 
and Their Clinical and Pathologico-Anatomical 
Relationship to Carcinoma of the Colon (Zur 
Klinik und Pathologie der Dickdarmpolypen und 
deren klinischen und _pathologisch-anatomischen 
Beziehungen zum Dickdarmcarcinom). Deutsche 
Zischr. f. Chir., 1927, ccii, 1. 

Polyps of the colon are divided by the authors 
into three groups according to their histogenesis and 
malignancy. Those of the third group are charac- 
terized as precancerous because they nearly always 
become true carcinomata and often do so before 
they have reached the size of a pea. The transition 
from the typical slender regular polyp cells to a pre- 
cancerous condition occurs on the whole surface of 
these polyps. The regular arrangement disappears, 
the cells become plumper, and the nuclei become 
irregular in position and shape. These findings are 
of decisive importance in the examination of biopsy 
material. Not alone the character of these cells, but 
also the whole picture is characteristic of the com- 
plex precancerous state. 

The authors correlate the various histological find- 
ings with the etiology, diagnosis, therapy, and prog- 
nosis. They call attention to the fact that in diffuse 
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polyposis of the colon, biopsy of small polyps affords 
more insight into the malignancy of the condition 
than tissue from larger specimens. Polyposis is 
one of the diseases which afford an excellent oppor- 
tunity for the study of the origin of cancer. The 
authors show convincingly that about 60 per cent 
of all carcinomata of the colon and rectum arise 
from polyps. The most important evidence is fur- 
nished by polyps accidentally discovered in autopsy 
material. These polyps are often so insignificant 
that they are overlooked on superficial examination. 
Even specimens as large as a pea may often be un- 
noticed. Polyps which had been previously over- 
looked were found in 50 per cent of all autopsy 
specimens. 

On the basis of their experience, the authors in- 
sist upon abdominosacral resection of the rectum in 
carcinoma of the rectum and sigmoid because this 
procedure removes that portion of the bowel which, 
experience has shown, is most apt to harbor polypi. 
Many recurrences after incomplete operations for 
carcinoma of the rectum are not true recurrences, 
but new carcinomata arising from polyps which 
were left behind. 

The therapy of polyps must unfortunately be 
sought in the often mutilating wide resection. 
Roentgen therapy is useless. FIscHER (Z). 


Schmieden, V.: Progress in the Field of Carcinoma 
of the Colon (Fortschritte auf dem Gebiete des 
Kolon-Carcinoms). Verhandl. d. Gesellsch. f. Ver- 
dauungs-u. Stoffwechselkrankh., 1927, pp. 278, 307- 


Schmieden emphasizes the necessity of the sur- 
gical removal of carcinoma of the colon, inasmuch as 
primary alveolar carcinoma of the intestinal mucosa 
is refractory to present-day deep roentgen-ray 
therapy. An important aid in the diagnosis is the 
combination of injections of finely divided contrast 
material and inflation with air according to the 
method of Fischer. 

In discussing the differential diagnosis, Schmieden 
places particular emphasis on sigmoid diverticulitis. 
As developmental phases of the latter, he differenti- 
ates the acute stage, the hyperplastic tumor-like 
stage, and the cicatricial-stenotic stage. He does not 
believe that the incidence of malignant degeneration 
in diverticulitis is very high, although, according to 
W. J. Mayo, it is 30 per cent. He emphasizes that 
care must be taken in judging so-called spontaneous 
cures and cures obtained by irradiation in cases of 
intestinal cancer. Not only diverticulitis but also 
polyposis of the intestine may be precancerous. In 
this respect, 60 per cent of carcinomata of the large 
intestine show a very close relationship. Moreover, 
the author believes that recurrences of cancers of the 
rectum are only new degenerations of polyps which 
were left behind. According to this theory, there is 
justification for the modern extensive abdomino- 
sacral extirpation of the rectum. 

Schmieden recommends that serious consideration 
be given to precancerous changes and particularly to 
operation for the removal of precancerous cells. He 


emphasizes, however, that in these considerations we 
are dealing with the formative genesis and not the 
causative genesis of cancer. He says that he is not 
inclined to attribute any importance to bacterial or 
parasitic irritation in the etiology of cancer. 

Following Schmieden’s report, KELLING discussed 
the production of tumors by embryonal cells—simi- 
lar (in hens) as well as foreign embryonal cells— 
ovarian tissue from fetuses, and placental tissue (in 
mice). He said that his results indicate an interest- 
ing biochemical relationship between the fetal 
gonads and the salivary glands. Adrenal adenomata 
and tumors of the uterus obtained in other experi- 
ments he attributed to an invisible virus. Since 
Kelling presupposes a living virus, he believes that 
the prevention of carcinoma requires restriction of 
the diet to foods that are cooked. Finally, he spoke 
of the transformation of ulcer of the stomach into 
cancer. He has observed a carcinomatous polyp ina 
smooth ulcer scar. 

ROSENTHAL, BLUMENTHAL oni Kaun discussed 
WaARBURG’s investigations of metabolism in cancer. 
They confirmed the differences established by War- 
burg between the metabolism of tissues in a resting 
condition and those in a condition of hyperplasia 
and blastomatous growth (anaerobic glycolysis). 
Blumenthal believes that the virus which causes the 
malignant growth is eventually carried around the 
organism by macrophages derived from the spleen. 

COHNREICH emphasized as diagnostically impor- 
tant the increase of the osmotic resistance of the 
erythrocytes in go per cent of the cases of carcinoma 
of the intestine. GoEBEL (Z). 


Charbonnel: The Value of Czecopexies and Czco- 
plicatures. The Place of Colectomy in the 
Treatment of Constipation (Que valent les 
cecopexies et cecoplicatures? La place de la 
colectomie dans le traitement de la constipation). 
J. de méd. de Bordeaux, 1927, civ, 651. 


Constipation associated with the right iliac-fossa 
syndrome is a frequent problem of the surgeon. In 
some cases the condition has been explained by 
chronic appendicitis, but X-ray examinations and 
operative verifications have revealed also a complex 
series of lesions or pseudolesions—cecocolic and 
especially pericecocolic. The purely mechanical 
causes, but not the motor causes, of stasis are 
amenable to surgery. The conditions to which the 
right iliac fossa syndrome have been attributed in- 
clude movable cecocolon, dilatation, ptosis, adhe- 
sions, congenital or acquired bands and membranes, 
pericolitis, and false appendicitis with or without 
delay or right-sided stasis which terminates in more 
remote perivisceritis such as pericholecystitis, peri- 
duodenitis, mesenteritis, etc. 

When, in the cases of young patients, the diagnosis 
of chronic appendicitis is uncertain, the author ad- 
vises against operation if the condition is in the early 
stages. When the diagnosis is made definitely, he 
favors removal of the appendix without delay to 
prevent the possible later development of the right- 
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sided syndrome. Follow-up medical therapy should 
be used if possible. When operation is performed in 
cases of suspected chronic appendicitis, an adequate 
exposure should be made. The appendix should be 
removed even if it is apparently healthy as it may 
contain the slight or chronic lesions which some sur- 
geons (among them, Okynczye) consider to be the 
initial factor in the right-sided syndrome. Any dis- 
tinct adherent bands—especially bands from the 
lower end of the small intestine and the right colic 
angle, a Lane kink, or a Jackson membrane—should 
be freed. 

If only a thin, dilated, atonic cecocolon is found, 
fixation and plicature should be avoided. In such 
early cases without organic parietal lesions but with 
ptosis and distinct dilatation of all of the right large 
intestine from faulty attachment, slight barium 
retardation, and intermittent painful crises of cecal 
distention, only the Duval-Gregoire operation is 
justifiable. Fixation usually gives merely temporary 
relief and is followed by new adhesions which may 
produce further symptoms. It is not physiologically 
correct to plicate or to fix an organ, such as the 
cecocolon, which must contract constantly and 
freely. The X-ray reveals that, after plicatures and 
fixations, the right large intestine has irregular 
dentate borders and is deformed and immobile. If 
chronic appendicitis is associated with cecal stasis 
of more than thirty hours, typhlocolitis, and second- 
ary tight, dense, pericolic adhesions, if the patient 
has already been operated upon unsuccessfully, and 
if medical treatment has proved either insufficient 
or impossible, a right colectomy should be done 
before the development of more or less intense parie- 
tal lesions of ulcerous or perforating typhlocolitis. 

Operation is contra-indicated when the patient is 
psychopathic, neurasthenic, or old, or is suffering 
from general ptosis of which the syndrome of the 
right iliac fossa is a part. Total colectomy is a seri- 
ous operation and is justified only in the presence of 
total megacolon with total stasis—a rare lesion— 
which is manifestly organic and not functional. For 
general and functional stasis and constipation, total 
colectomy has neither clinical nor experimental 
justification. Wa ter C. BurkeT, M.D. 


Goyena, J. R., and Caorsi, L. J.: Tuberculosis of 
the Retroczcal Glands; Tuberculous Peri- 
appendicitis (Tuberculosis de los ganglios retro- 
cecales; periapendicitis tuberculosa). Rev. Soc. de 
med. interna y Soc. de tisiol., 1927, iii, 229. 

Primary tuberculosis of the mesocolic and mesen- 
teric glands is not frequent. The authors describe 

a case in a man of fifty years. About thirty years 

before the patient was admitted to the hospital, he 

began to have pain in the spine. This was followed 
by scoliosis which slowly increased. Abdut two 
weeks before his admission, he began to have dull 
pain in the abdomen which finally became localized 
in the right iliac fossa. He stated that he had not 
suffered from nausea or vomiting, and thought he 
had had only slight fever. At the time of his ad- 


mission to the hospital the pain was intense and 
continuous. 

Examination showed scoliosis with the concavity 
to the left. No pain was felt on percussion of the 
spinous processes or on active or passive movement. 
There was pulsation in the veins of the neck, and 
the cervical glands were slightly enlarged. No signs 
of pulmonary tuberculosis were found. There was 
diffuse pain in the right iliac fossa without muscle 
rigidity. Palpation revealed a long tumor parallel 
with Poupart’s ligament and extending from four 
fingers’ breadth below the costal arch to two fingers’ 
breadth above the middle of Poupart’s ligament. 
This tumor was hard and irregular, and painful on 
pressure. It did not move with respiration or a 
change of position, and could be moved only slight- 
ly. When the colon and cecum were distended, it 
disappeared and could be demonstrated only by 
deep palpation. Roentgen examination showed that 
it was back of, and below, the colon. A diagnosis of 
retrocecal tuberculous adenitis was made. 

Operation revealed fixation of the cecum in the 
right iliac fossa and induration of its posterior wall. 
The cecum was exteriorized and the appendix am- 
putated near its base. In the indurated portion of 
the posterior wall of the cecum there were caseous 
fragments. The caseous tissue was removed and 
the rest of the appendix resected. A drainage tube 
was then introduced. Uneventful recovery ensued. 

In chronic appendicitis there may be acute at- 
tacks resembling this patient’s illness. Tuberculous 
retrocecal lymphadenitis is often confused with ap- 
pendicitis, and sometimes a diagnosis before opera- 
tion is impossible. In the case reported, the authors 
made the diagnosis from the periodicity of the pain 
with attacks which receded spontaneously; the ex- 
amination of the blood, which showed anemia and 
no hyperleucocytosis; the hard, only slightly mov- 
able, and slightly painful tumor; and the findings 
of specific tests, including the Hutinel-Bard test, 
which showed tuberculosis. Nevertheless, even with 
such evidence, only a probable diagnosis can be 
made. Aubrey G. Morcan, M.D. 


Trotter, W.: The and Diagnosis 
of Chronic Appendicitis. Brit. M. J., 1927, ii, 


1063. 

Dowden, J. W.: Diagnostic Difficulties in Chronic 
Appendicitis. Brit. M.J., 1927, ii, 1066. 

Bonney, V.: Gynecological Considerations in 
Chronic Appendicitis. Brit. M.J., 1927, ii, 1066. 

Walton, A. J.: The Etiology and Sequels of Chronic 
Appendicitis. Brit. M.J., 1927, ii, 1068. 


Trotter: The diagnosis of chronic appendicitis 
is aided by local signs, such as right iliac pain, ten- 
derness, increased resistance, and increased tension 
of the right rectus muscle. A definite difference in 
the tension of the two recti is probably the most 
trustworthy sign. Considerable reliance is to be 
placed on a sudden momentary, sharp, stabbing 
pain in the appendix region. This often occurs while 
the patient is walking. In patients who have given 
this “needle pain” complaint, the appendix at 
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operation is found to have undergone definite patho- 
logical changes. 

General abdominal symptoms of chronic appen- 
dicitis, are flatulent dyspepsia and irregular motility 
and secretion of the colon. In childhood, there may 
be, in addition, recurrent attacks of vomiting or 
diarrhoea with “ bilious attacks,’’ intolerance of cer- 
tain foods, and fever. 

The more common complications of chronic ap- 
pendix disease are chronic cholecystitis, peptic ul- 
ceration, and secondary infection of the adnexa. 

DowpeENn: “In children and the young, a chronic 
appendix lesion should always be suspected when 
there is a history of listlessness, capricious appetite, 
colicky pains with perhaps nausea, or vomiting.” 
The cyclic vomiting of acidosis must be differen- 
tiated. 

Bonney: Appendicular pain may be attributed 
to the pelvic organs and, conversely, pain originat- 
ing in the pelvic organs may be diagnosed as arising 
from the appendix. The latter is far the more com- 
mon mistake. 

Chronic salpingitis, ovarian blood (endometrial) 
cysts, and a drag on the right ovariopelvic ligament 
as in retroversion of the uterus, commonly cause 
pain simulating chronic appendicitis. 

It is most important in all cases of suspected 
chronic appendicitis in women to determine very 
carefully, before operation, the condition and the 
position of the uterus, and the parts adjacent to it, 
in order to exclude the possibility that the pain is 
due to ligamentous drag. It should be remembered 
that pain due toa ligamentous drag is always marked- 
ly accentuated, or occurs only, when the patient is 
up and about. Recumbency causes it to disappear 
or to become much less marked. To estimate 
uterine or vaginal displacement properly, the patient 
should be examined in the standing position. 

Watton: Chronic appendicitis is not a primary 
disease; it occurs only after an acute attack. 

In 1,738 laparotomies for pathological conditions 
in the upper abdomen in which a large incision was 
made for abdominal exploration, appendectomy was 
done in only 73 (approximately 4 per cent). The 
appendix should be carefully examined in every 
case, but removed only if it shows definite evidence 
of disease. If it is infected, inflamed, markedly 
thickened, distended, or contains many concre- 
tions, appendectomy is indicated, but mild fibrosis 
or the presence of membranes or filamentous bands 
is not sufficient evidence of disease to warrant this 
procedure. Cuartes Du Bots, M.D. 


Carnett, J. B.: Chronic Pseudo-Appendicitis Due 
to Intercostal Neuralgia. Am. J. M. Sc., 1927, 
clxxiv, 579. 


Appendectomy fails to relieve the symptoms of 
chronic appendicitis in from 10 to 70 per cent of the 
cases. The symptoms most frequently unrelieved 
are right iliac pain and tenderness. 

Stanton divides his cases of failure into two 
groups: (1) those of young women complaining of 


right inguinal pain which is usually associated with 
constipation, and (2) those in which appendectomy 
was done unsuccessfully for the relief of vague ab- 
dominal symptoms. Operation in the first group 
usually reveals a normal appendix and an enlarged 
mobile cecum. 

Lichty advises against making a diagnosis of 
chronic appendicitis in the absence of a definite his- 
tory of characteristic acute attacks. He believes 
that poor results from operation for chronic appen- 
dicitis represent, not operative failure, but a diag- 
nostic mistake. 

Carnett emphasizes that the decision as to whether 
or not the patient had chronic appendicitis cannot 
be based upon the pathologist’s study of the re- 
moved appendix. The microscopic test must be 
replaced by the clinical test of whether or not the 
symptoms for which the patient sought relief were 
cured by the appendectomy. If relief was not ob- 
tained, the condition was a pseudoappendicitis, not 
a true chronic appendicitis. 

In Carnett’s opinion, chronic appendicitis will 
soon be generally regarded as either non-existent 
as it is now claimed to be by many pathologists, or 
as an almost universal affection due rarely to a pre- 
ceding attack of acute appendicitis but more com- 
monly the result of degenerative changes which are 
incident to increasing age and develop too gradually 
to cause clinical symptoms. Pain and tenderness 
in the right lower quadrant of the abdomen have 
been attributed also to numerous other causes be- 
sides appendicitis, but no cause common to all 
cases has been discovered. 

From a careful study of these cases, Carnett has 
come to the conclusion- that, in the majority, the 
symptoms of chronic appendicitis have been simu- 
lated by pain and tenderness in the anterior abdom- 
inal wall. To differentiate between tenderness in 
the abdominal wall and tenderness within the abdo- 
men it is necessary to palpate while the patient holds 
his anterior abdominal muscles as tense as possible. 
Tense abdominal muscles keep the fingers from 
pressing on the viscera. The usual procedure of 
palpating with the muscles as relaxed as possible 
elicits tenderness only when the fingers press rather 
deeply into the abdomen, this leading to the con- 
clusion that any tenderness noted is intra-abdom- 
inal. The author emphasizes that the routine appli- 
cation of the test described in all cases of abdominal 
tenderness demonstrates that tenderness occurs in 
the abdominal wall more frequently than within 
the abdomen. 

Tenderness noted when the abdominal muscles 
are relaxed may be of either parietal or intra-ab- 
dominal origin. Tenderness which is present when 
the muscles are relaxed and absent when the mus- 
cles are tense is due to an intra-abdominal cause. 
Tenderness which is present both when the muscles 
are under tension and when they are relaxed is of 
parietal origin. The degree of tenderness is variable. 

When the preliminary examination fails to show 
evidence of an intra-abdominal lesion, further pal- 
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pation should be more vigorous and areas of mild 
parietal tenderness should be subjected to poking 
with the finger at a right angle to the surface. This 
poking often reveals a parietal tenderness which 
would otherwise escape notice. Tension of the 
abdominal muscles may be maintained by having 
the supine patient raise his heels from the sup- 
porting surface with his knees extended. 

Chronic pain and tenderness of the anterior ab- 
dominal wall are due most commonly to “‘inter- 
costal” or ‘‘costolumbar” neuralgia. The entire 
nerve supply of the anterior abdominal wall is 
derived from the lower seven intercostal and the 
first lumbar nerves, and the suggested terminology 
is meant to include all lesions of the spinal cord, 
meninges, vertebra, and nerve trunks which can 
give rise to pain and tenderness in the area supplied 
by these nerves. Because of the variability in the 
extent of the involvement, many conditions may be 
closely simulated. 

The presence of nerve invclvement is proved by 
the demonstration of tenderness by pinching of the 
abdominal skin and fat, pressure on intercostal 
nerve trunks, and pressure over areas supplied by 
intercostal nerve fibers away from the abdomen. 

A triangular area in the right Jower quadrant, 
bounded by the midline, a transverse line from the 
umbilicus to the crest of the ilium, and a line parallel 
with Poupart’s ligament is found to have a fairly 
uniform degree of tenderness both when the mus- 
cles are relaxed and when they are tense. In addi- 
tion, tender points are to be found along the outer 
border of the rectus muscle at the points of exit of 
the intercostal nerve fibers supplying the rectus 
muscle. In the interpretation of tenderness of the 
abdomen, these tender points must be borne in mind. 

The author disagrees with the view of Mackenzie, 
Head, and others that skin hyperesthesia is due to 
a visceroparietal sensory reflex and is therefore 
indicative of underlying intra-abdominal disease. 

Even when the hyperesthesia, as evidenced by 
the pinch test, is confined to the right lower quad- 
rant of the abdomen, it is very common to find 
tenderness of the intercostal nerve trunks extending 
as high as the sixth or the fifth or even up to and 
including the first. Palpation for such nerve trunk 
tenderness is conducted by placing the finger tip in 
an intercostal space along the anterior or anterolat- 
eral wall of the chest and, while making pressure 
upward against the lower edge of the rib, carrying 
the finger back and forth in the interspace. 

Hypersensitiveness of the terminal branches of 
the first and second intercostal nerves, which are 
distributed by way of the intercostohumeral nerve 
to the upper posterior part of the arm, can be demon- 
strated by pinching the skin, fat, and muscle in the 
region of the posterior axillary fold. 

When the twelfth intercostal and first lumbar 
nerves are affected, there are two other areas out- 
side the limits of the abdomen which are often found 
to be hypersensitive. One is an area about 1 in. 
wide in the upper anterior thigh, parallel with 


Poupart’s ligament, which is supplied by some of the 
terminal fibers of the ilio-inguinal branch of the 
first lumbar nerve. The other is a V-shaped area in 
the buttock below the iliac crest, which is supplied 
by the iliac branches of the twelfth dorsal, the ilio- 
hypogastric, and the ilio-inguinal nerves. The 
demonstration of tenderness in the latter area is a 
most valuable aid in demonstrating that tenderness 
at McBurney’s point is parietal rather than intra- 
abdominal. This area may be compared with a cir- 
cular area above the trochanter, which is very rarely 
hypersensitive. 

Many cases of parietal neuralgia do not present 
the complete picture described by Carnett. Skin 
tenderness to the pinch test or nerve-trunk tender- 
ness or both may be absent, even when muscular 
tenderness is quite marked. The most constant sign 
of the condition is the tenderness revealed by the 
poking finger over muscles voluntarily made rigid. 

Chronic strain of the lumbar spine and sacro-iliac 
joints due to lumbar lordosis causes tenderness 
of the vertebral bodies and disks and of the sacro- 
iliac joint. As this tenderness is elicited by deep 
pressure in the region of McBurney’s point and the 
corresponding area of the other side, it is frequently 
interpreted as indicating chronic appendicitis. 

Visceroptotic persons, who constitute the majority 
of those suffering from chronic pseudoappendicitis, 
can usually be classified as having one of the follow- 
ing conditions: (1) digestive disturbances due to 
ptosis and intestinal stasis, (2) deep tenderness at 
or near McBurney’s point, due to chronic strain of 
the lumbar spine and sacro-iliac joints, or (3) inter- 
costal neuralgia of the anterior abdominal wall due 
to lumbar lordosis and possibly tointestinal toxemia. 
Patients with these conditions are not relieved by 
operation, and the great majority may be subse- 
quently shown to have the diagnostic signs of inter- 
costal neuralgia. Operation is often followed by 
improvement, but ultimately the symptoms recur. 

In a careful review of cases and of the literature 
the author was unable to find a syndrome which in 
his opinion warranted the diagnosis of chronic 
appendicitis and could be relieved by operation. 
He draws the following conclusions: 

1. Chronic appendicitis as ordinarily seen under 
the microscope does not cause clinical symptoms. 

2. The clinical symptoms that have been ascribed 
to chronic appendicitis are not caused by the appen- 
dix and are not cured by appendectomy. 

3. Patients with chronic pain and tenderness in 
the right side present somewhat diverse clinical 
pictures that are uniformly consistent with inter- 
costal neuralgia but are not consistent with any 
other single affection. E. S. Piatt, M.D. 


Cutler, C. W., Jr.: Postoperative Complications of 
Suppurative Appendicitis. Am. J. Surg., 1927, 

iii, 602. 
This article is based on 392 cases of suppurative 
appendicitis, and includes only cases of empyema or 
gangrene of the appendix, perforation, or marked 
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exudate that were associated with more or less wide- 
spread peritonitis or abscess. 

Of these 392 cases, 83 (21 per cent) developed 
complications. Three hundred and thirty-seven pa- 
tients were discharged cured and 14 benefited. 
Forty-one died, a mortality of 10.5 per cent. All of 
these cases were treated as emergencies and operated 
upon at once regardless of the hour. The appendix 
was removed in every case unless the patient’s con- 
dition necessitated a quick operation. Drainage was 
established by means of a fenestrated rubber tube or 
cigarette drain in cases with gangrene, rupture, or a 
purulent or seropurulent exudate. No attempt at 
mechanical cleansing of the abdomen was made 
although suction was employed to remove septic 
exudate. 

The most serious complication was peritonitis. 
In cases with this condition, all mouth feeding was 
stopped, the patient was placed in the Fowler posi- 
tion, saline solution was given by hypodermoclysis 
or glucose in saline solution was given intravenously, 
and tal water was administered per rectum either by 
the Murphy method or by small retention enemas. 
Morphine was used to control pain. Colonic irriga- 
tions were employed. Pituitrin was given hypo- 
dermically. Ox gall or milk and molasses enemas 
were also used. Transfusion was of assistance in 
some cases. Of the patients with diffuse peritonitis, 
71.7 per cent recovered. 

A summary of other methods of management is 
briefly included in the discussion. 

In eighteen cases (4.6 per cent), a secondary 
intraperitoneal abscess developed. Ten such ab- 
scesses were successfully drained through the origi- 
nal incision; while eight required a secondary opera- 
tion. Four were subphrenic, two in the right lumbar 
gutter, and two in the left lower quadrant. Five of 
the eighteen patients died. Five fecal fistule de- 
veloped in the series. Three closed spontaneously 
and two required secondary operations. Mechanical 
ileus occurred five times. Cellulitis of the abdominal 
wall was present in three cases. Postoperative her- 
nia was found to have occurred in six drained cases. 
Pneumonia developed in eight cases with two deaths. 
Pulmonary embolism resulted in one fatality. No 
case of massive collapse of the lung was recognized. 

T. Epwarp Bisuxow, M.D. 


Ghedini, A.: My Method of Rectopexy (Contributo 
alla rettopessia eseguita con processo proprio). 
Arch. ital. di chir., 1927, xviii, 327. 

The author first described his method of rectopexy 
in 1898. At that time he had used it only on the 
cadaver. The next year he employed it in the treat- 
ment of a patient and since then has repeated the 
operation ten times with excellent results. The 
procedure consists essentially of suspension of the 
rectum (rectopexy), rectoplication, resection of the 
peritoneal cul-de-sac of Douglas, and restoration of 
the normal condition of the perineum and anus as 
far as possible by perineo-anorrhaphy. The differ- 
ent steps of the operation are illustrated. 


Both the immediate and the late results in all 
cases have been excellent. As the operation is extra- 
rectal and does not establish any communication 
between the intestine and the wound, there is little 
danger of infection. The operation not only fixes 
the rectum but puts it in its normal position with an 
axis different from that of the anus. The suspension 
of the rectum by fixation of its two lateral surfaces 
to the sacrosciatic ligaments accomplishes this pur- 
pose perfectly. The lateral fixation flattens the 
anteroposterior diameter of the rectum, giving it its 
normal form of a cylindroid flattened anteroposte- 
riorly. The lateral walls of the rectum are normally 
attached to the walls of the pelvis by the levator ani 
muscles, the middle hemorrhoidal artery and its 
fibrous sheath, and the sacrorectogenital aponeurosis. 

The whole rectum is shortened by the author’s 
method and the sacrorectogenital aponeurosis, which 
is generally stretched in prolapse, is shortened by 
the folds in the lateral surfaces of the rectum. The 
resection of the posterior fold of the fibrous sheath 
of the rectum and the suturing of its edges to the 
lateral surfaces of the rectum greatly strengthen the 
fixation of the bowel in its new position. The lateral 
rectopexy and plication shorten the anococcygeal 
raphe which is always stretched in prolapse of the 
rectum. The resection of the peritoneal sac does 
away with the most common cause of recurrence as 
it removes the plane on which the rectum glides 
downward. The suture of the external edges of the 
levator ani and the external sphincter restores the 
normal condition of the perineum and anus and re- 
moves other causes of recurrence, such as atony of 
the anus and insufficiency of the perineal floor. 

Aubrey G. Morcan, M.D. 


Coffey, R. C.: Cancer of the Pelvic Colon and 
Rectum. Surg. Clin. N. Am., 1927, vii, 1125. 


The radical operation first described by the author 
is applicable only to cases of cancer in which the 
growth involves the ampulla of the rectum proper 
and is in a sufficiently early stage to permit inversion 
of the sigmoid. The modification of the original 
Coffey operation is applicable to cases in which the 
growth is located in the rectum proper but is too far 
advanced to permit inversion of the sigmoid. 

Coffey reviews seven cases operated upon by him. 
He discusses in detail the methods of dealing with 
lesions of varying extent and in different locations 
and emphasizes the importance of the use of a large 
amount of gauze wick as a drain. 

NATHAN N. Croun, M.D. 


Gordon-Watson, Sir C.: The Treatment of Cancer 
of the Rectum with Radium by Open Opera- 
tion. Proc. Roy. Soc. Med., Lond., 1927, xxi, 309. 


The excellence of the results obtained with 
radium in epithelioma of the skin, mouth, and 
tongue and in cancer of the uterine cervix en- 
couraged the author to investigate the effects of 
radium treatment in carcinoma of the rectum. 
Fifteen cases were treated by a radium barrage after 
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open operation. The technique requires a prelimi- 
nary colostomy with exploration of the abdominal 
cavity for secondary growths and biopsy from ten 
to fourteen days before the irradiation. 

The rectum was freely exposed by incisions from 
behind. Needles, each containing from 1.5 to 3 
mgm. of radium element, were then inserted at 
equal distances from each other throughout the 
lesions, with care not to puncture the mucosa. The 
three sets of hemorrhoidal vessels were also irradi- 
ated. Packs with flavine and paraffin gauze were 
placed over the needles, and catheters were inserted 
into the wound for Carrel-Dakin treatment. 

The irradiation was continued for from seven to 
fourteen days and the dosage varied from 2,268 to 
9,840 mgm.-hr. The relative value of the use of a 
small amount of radium over a long period of time 
and of a large amount of radium over a long period 
of time with equal milligram hourage is discussed 
at length, but no definite conclusion is reached. 

In the cases reviewed, 50 mgm. for 200 hours, a 
total of 10,000 mgm.-hr., was the maximum dosage. 
The screening, variations in the technique, compli- 
cations, infections, and the author’s general im- 
pressions are discussed at length. 

In selecting cases for radium treatment the 
author excludes those with metastases in the liver or 
peritoneum and those with growths above the peri- 
toneal reflection. The most suitable cases are those 
with lesions low down and posterior. 

The method is associated with some risk, but this 
is not necessarily serious. Rectal carcinoma can be 
destroyed with radium, but lymphatic spread is 
difficult to check. The results justify an attempt at 
cure. The author urges co-operation between the 
various specialists in dealing with this problem. The 
results in the fifteen cases reviewed are tabulated. 

Eight of the patients were benefited. In two, no 
growth can now be detected. Of the two whose 
condition was operable, one developed a recurrence 
fifteen months after the operation and died. The 
other is apparently cured. 

In the discussion of this report, LockHART- 
Mummery stated that he inserts radium by means 
of a special trocar passed through stab wounds in 
the skin. He uses large doses for a short period. 
He has had no trouble from sepsis. 

HANDLEY stated that, in his opinion, operation 
will ultimately be abandoned. He advised irradia- 
tion as high up as the sacral promontory. He be- 
lieves that the method described is superior to 
irradiation from the lumen of the bowel as it does 
not prevent the use of his encirclement method and 
is free from the danger of a reduced or stimulating 
dose to distant parts. 

DoNALpDSON stated that, in his opinion, radio- 
therapy offers much better prospects than surgery, 
and that when the laws governing the differences in 
action of radium on malignant and non-malignant 
cells are discovered a tremendous advance will be 
made in the treatment of cancer. 

A. James Larkin, M.D. 


LIVER, GALL BLADDER, PANCREAS 
AND SPLEEN 


“McQueen, J. M.: Direct Observation of the Circu- 


lation in the Living Liver. Brit. M. J., 1927, ii, 
1137. 

In studies of the circulation in the living liver, 
McQueen used quarter-sized or half-sized toads that 
had been pithed. A lobe of the liver was placed on a 
glass slide and examined under the low power. 

The liver cells and the flow of blood through the 
capillaries were clearly seen. The investigation 
showed the presence of a pulse in the capillaries and 
some of the branches of the hepatic veins. This 
pulsation was synchronous with the auricular con- 
traction and was produced by retardation of the flow 
from the liver to the auricle. 

These findings confirm the description of Mac- 
kenzie in his treatise on the heart. 

I. Epwarp Brsnxow, M.D. 


Leone, P.: Sympathectomy of the Hepatic Artery 
and Its Effect on Wound Healing and on the 
Biligenic and Glycogenic Function of the Liver 
(La simpatectomia dell’arteria epatica in rapporto 
ai processi riparativi ed alle funzioni biligenica e 
glicogenica del fegato). Arch. ital. di chir., 1927, 
xviii, 346. 

Two series of experiments on dogs are described. 
In the first, the author studied the effect of sympa- 
thectomy of the hepatic artery on the repair of 
simple linear and wedge-shaped wounds of the liver. 
The operation had no perceptible effect on the heal- 
ing of the wounds. 

In the second series of experiments he studied the 
effect of sympathectomy of the hepatic artery on 
the biligenic and glycogenic functions of the liver. 
A disturbance of these functions was noted during 
the first week after the sympathectomy, but within 
ten days had entirely subsided. The author therefore 
concludes that the transitory decrease in function 
was caused by irritation of the visceral sympathetic 
by the operation. Auprey G. Morgan, M.D. 


Buchbinder, W. C., and Kern, R.: Experimental 
Obstructive Jaundice: I. The Growth Factor 
in Defective Calcification. Arch. Int. Med., 1927, 
xl, goo. 

In experiments which were carried out over a pe- 
riod of twelve months on five litters of puppies, the 
authors found that when obstructive jaundice was 
produced in these animals a fairly uniformly pro- 
gressive calcium deficiency occurred in the blood 
serum during the period of growth. They attribute 
this deficiency to the deposition of lime salts into an 
increased matrix rather than to progressive failure 
of calcium absorption. Roentgenograms taken 
twenty days after the induction of jaundice showed 
no significant changes in the bones, but those made 
after sixty days disclosed marked rarefaction. 

The four chief factors responsible for faulty cal- 
cification are: (1) small storage of calcium, (2) a 
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disturbance of metabolism unfavorable to osteo- 
genesis, (3) an intestinal factor in which the absence 


of some catalytic agent in the bile may be most im- . 


portant, and (4) the production of bone which exceeds 
the rapidity with which lime salts are deposited. 
The authors’ findings support the theory that the 
extrahepatic functions of bile are closely related to 
bone metabolism. J. Frank Dovucuty, M.D. 


Burden, V. G.: The Clinical Behavior of the Normal 
and the Diseased Gall Bladder. Am. J. Surg., 
1927, iii, 556. 

The author first reviews the anatomy and histol- 
ogy of the gall bladder. He calls attention especially 
to the two-fold blood and lymph supply to the organ. 
Besides the cystic artery, there are small vessels 
which enter from the liver. 

Because of the infiltration of the gall-bladder wall 
and the deep crypts and glands in the mucosa, infec- 
tion of the gall bladder is not easily eradicated. 
Autopsy shows how frequently the gall bladder 
irreparably damages the liver and the pancreas. 
Myocardial damage, arthritis, and intestinal bleed- 
ing are also results of gall-bladder infection. 

The functional importance of the gall bladder is 
largely speculative. We know, however, that the 
organ is a retention depot for bile and that while 
the bile remains in the gall bladder it concentrates, 
mucus is added to it, and its reaction is changed from 
alkaline to acid. 

The author believes that the gall bladder becomes 
filled as the result of an increase in the intraduct 
pressure caused by closure of the lower end of the 
common duct. He believes it empties by its own 
muscular contraction in response to food. 

The nerve control of the gall bladder is derived 
from the vagus or the parasympathetic system. The 
latter supplies inhibitory impulses to the gall bladder 
and motor impulses to the sphincter. 

The symptoms of cholecystitis can be explained on 
the basis of pathological physiology. Infiltration of 
the gall-bladder walls interferes with the contraction 
of the organ, prolongs the emptying time, and favors 
the accumulation of residual bile and the formation 
of stones. The occurrence of colic after the ingestion 
of food is in agreement with the normal physiological 
contraction of the gall bladder resulting from the 
stimulation of food. In the presence of disease, such 
stimulation induces pain. 

Graham’s work with cholecystography has extend- 
ed investigations of the action of the gall bladder. 

A résumé of reports of studies made with chole- 
cystography is included in the article. 

I. Epwarp Bisukxow, M.D. 


Verbrycke, J. R., Jr.: Cholecystectomy without 
Drainage. Med. J. & Rec., 1927, cxxvi, 705. 


Verbrycke cites the statistics of Lyon which indi- 
cate that the average mortality of gall-bladder sur- 
gery ranges from 5 to 10 per cent, and contrasts 
these data with those obtained from other clinics 
which show that the average mortality is 2 per cent. 


The internist is inclined to temporize with gall- 
bladder disease and therefore refers only advanced 
cases to the surgeon—hence the higher mortality. 
One unsuccessful medical course of treatment war- 
rants surgical aid. 

Only rarely should patients with acute gall- 
bladder lesions be subjected to emergency surgery. 
The presence of jaundice is not usually an indication 
for cholecystectomy without drainage. 

The author analyzes thirty consecutive cases of 
cholecystectomy without drainage, in which there 
was no mortality and the morbidity was almost 
negligible. Thirteen cases had stones and seventeen 
were without stones. Of six specimens which were 
of a reasonably blue color, one contained stones, one 
was a typical strawberry gall bladder, one presented 
slight chronic thickening of the walls with enlarge- 
ment of the cystic-duct glands, and three had 
omental adhesions, one of these showing marked 
hepatitis and pancreatitis. 

When cholecystectomy without drainage has been 
well performed, the postoperative history is much 
smoother than when cholecystectomy with drain- 
age has been done. Twenty patients subjected to 
cholecystectomy without drainage had no particu- 
larly distressing symptoms postoperatively. Ten 
had more or less unusual symptoms lasting from one 
to several days, but only three presented symptoms 
of importance. One of the latter went into shock 
and had a tedious convalescence; one had much gas 
and was believed for two days to be in danger of 
ileus; and the third hiccoughed for one week and 
developed a wound infection. All but four of the 
patients were discharged from the hospital within 
two weeks. 

Cholecystectomy without drainage is contra- 
indicated if there has been liver traumatism and if 
there is oozing from the gall-bladder bed; if there 
has been leakage of infective material; and if jaun- 
dice has occurred. Even though no stones can be 
demonstrated in the common duct there is a pos- 
sibility that a stone may have been overlooked. 

Possible dangers of tight closures are leakage of 
the cystic duct ligature and the presence of accessory 
ducts which were not recognized and therefore not 
ligated. These dangers can be lessened by tight en 
masse ligatures. StanLey H. Mentzer, M.D. 


Fulde, E.: The Known Results of Radical Opera- 
tions in Carcinoma of the Bile Ducts (Die 
bekannt gewordenen Ergebnisse der Radikalopera- 
tionen der Gallengangskrebse). Zentralbl. f. Chir., 
1927, liv, 1481. 

The author presents a detailed compilation of the 
results of radical operations in carcinoma of the bile 
ducts reported in the literature. As carcinoma of the 
bile ducts is relatively slow in its growth and forms 
metastases late, the results of radical operations are 
not so unsuccessful as is generally supposed. They 
are, at any rate, far better than those of palliative 
operations, the operative mortality of which is 
reckoned as between 46 and 75 per cent. 
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Fulde reviews fifty-two operations for carcinoma 
of Vater’s papilla—fifty-one reported in the litera- 
ture andone of hisown. Forty-seven operations were 
done in one stage, and five in two stages. The mor- 
tality of the one-stage operations was 42.5 per cent. 
Transduodenal extirpation was done in forty-two 
cases; retroduodenal extirpation, in two cases; ex- 
tirpation from the common duct by extroversion of 
the papilla, in one case; and resection of the middle 
portion of the duodenum, in two cases. 

In the two-stage operations, the first stage was 
the formation of a gall-bladder fistula in two cases, 
drainage of the common duct in one case, and chole- 
cystenterostomy in two cases. In the second stage, 
transduodenal extirpation was performed three 
times and resection of the duodenum twice. 

There are records of eight radical resections for 
carcinoma of the common duct; eleven for carcinoma 
at the juncture of the cystic and common ducts; two 
for carcinoma of the cystic duct; and one for carci- 
noma of the hepatic duct. The operative mortality 
in this group was 35 percent. 

The author reports the case of a man forty-six 
years of age who had been jaundiced for five months. 
At operation, a tumor the size of half a cherry was 
found on Vater’s papilla. After mobilization and 
transverse incision of the duodenum, transduodenal 
extirpation was done. Microscopic examination 
showed the neoplasm to be an adenocarcinoma ex- 
tending from the common duct. The cure has lasted 
for two years. LEHRNBECHER (Z). 


Pieri, G.: The Transverse Incision in Operations on 


the Bile Tract (L’incision transversale dans les 
opérations sur les voies biliaires). J. de chir., 1927, 
XXX, 260. 


In Pieri’s operation on the liver or bile ducts or 
for exploration of the upper part of the abdomen, the 
patient is placed on his back with a sand bag under 
the lower part of the thorax to produce an exagger- 
ated lordosis. Then a transverse incision is made, 
beginning at the end of the right tenth rib, crossing 
the midline two fingers’ breadth above the umbilicus, 
and extending about a finger’s breadth farther to the 
left. In fat subjects, the incision may be extended 
farther, and in women with a prolapsed liver, it may 
be made a finger’s breadth lower. After section of 
the subcutaneous tissue and aponeurosis, a double 
row of sutures is placed in the rectus to prevent 
bleeding and retraction, and the incision is made 
between them. The sutures occupy only the inner 
two-thirds of the incision as it is not necessary to 
extend them to the oblique and transverse muscles. 
After the peritoneum is incised, it is surprisingly easy 
to bring the lower border of the liver out at the in- 
cision. When a drain is necessary, it is brought out 
at the outer angle of the wound. 

The advantages of this incision are that it spares 
the muscles and nerves of the region more than any 
other type of incision; it gives a better view of the 
field of operation; it is parallel with the lower border 
of the liver while other incisions give an access which 


is perpendicular or oblique to the region to be oper- 
ated upon; it permits lateral drainage which is much 
better than the vertical drainage from the other in- 
cisions; the reconstruction of the abdominal wall is 
very solid; and as the drain comes out high and near 
the costal arch, it reduces the possibility of post- 
operative hernia to the minimum. Ifa hernia occurs, 
it is easily cured because the direction of action of the 
abdominal muscles is transverse and therefore much 
greater solidity is obtained by a transverse repara- 
tive suture than by a longitudinal suture. 
Aubrey G. Morcan, M.D. 


Sprengell, H.: Clinical and Anatomicohistological 
Research on Healed Necrosis of the Fatty 
Tissue of the Pancreas (Klinische und anatomisch- 
histologische Untersuchungen an ausgeheilten Pan- 
kreasfettgewebsnekrosen). Beitr. z. klin. Chir., 1927, 
cxl, 117. 

At the present time, little is known concerning 
the histological results in the healing of acute pan- 
creatitis. In 1901, Koerte reported a case in which, 
eight years after operation, the head of the pancreas 
was found to be of normal size whereas the body 
and tail were replaced by thick scar tissue. 

The author reports the case of a woman, fifty-six 
years of age, who was operated upon on August 13, 
1924, for acute pancreatitis. The operative procedure 
included incision of the capsule of the gland, tam- 
ponade, and drainage of the bursa omentalis, emp- 
tying of the gall bladder which contained stones, 
and cholecystostomy. On May 5, 1925, a secondary 
cholecystectomy with drainage of the choledochus 
was performed. The pancreas was then found to 
be grayish-white and of normal size. In January, 
1926, the patient was re-examined and found to be 
in perfect health. On February 16, 1926, she was 
admitted to the hospital in a moribund condition 
due to strangulation ileus caused by a band of cica- 
tricial tissue extending between the cecum and the 
lower part of the small intestine. Soon after her 
admission she died. 

The autopsy specimen of the pancreas, entirely 
embedded in scar tissue, appeared grayish-white and 
showed a distinct lobulation. In length, breadth, 
and thickness it appeared somewhat reduced. Mi- 
croscopic examination of sections from the head, 
body, and tail showed normal pancreatic tissue with 
a great number of islands of Langerhans, some of 
which were very large. The interstitial portion con- 
sisted of loose connective tissue without inflam- 
matory thickening. Only in the middle portion was 
there an area changed by disease. In this area the 
intralobular connective tissue was proliferating, 
sprinklings of small cells were found, the ducts pre- 
sented decided atrophy, and the islands of Langer- 
hans were very large and well preserved. 

This case proves that pancreatic tissue has great 
resistance and is capable of considerable regenera- 
tion. The latter is true particularly of the islands 
of Langerhans, which undergo what may be called 
a functional hypertrophy. Buppe (Z). 
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GYNECOLOGY 


UTERUS 


Odenthal, W.: Dangers of Uterosalpingography 
(Ueber Gefahren der Utero-Salpingographie). Zen- 
tralbl. f. Gynaek., 1927, li, 1824. 


It has been observed in the Gynecological Clinic 
at Bonn that uterosalpingography, which has proved 
its importance in gynecology, may be followed by 
certain unfavorable sequelez. In this clinic it did 
not cause death as in the cases reported by Hellmuth 
from the Wuerzburg Clinic, but there were changes 
which, in one case, presented at laparotomy the 
picture of a foreign-body granuloma such as is 
occasionally observed after paraffin injections. 
Peculiar giant cells and necrotic foci were found not 
only in the lumen of the tube, but also on its surface 
and on the ovary. In the same regions there were 
smooth-walled cavities of various sizes containing 
fat globules. When the contrast material remained 
in the lumen of the tube and did not escape into the 
abdominal cavity because of occlusion of the ab- 
dominal end of the tube, disturbances resulted. 
Disturbances have occurred with every kind of con- 
trast material used. 

Since the changes described occurred in spite of 
the most careful asepsis and observance of contra- 
indications, the author warns against extending the 
indications of the uterosalpingography. He believes 
the procedure should be employed only in uncom- 
plicated cases of sterility. In these, it may aid in 
elucidating a number of physiological problems. 

Diagnostic errors are frequent in the cases of 
women with a spastic diathesis and a labile sympa- 
thetic nervous system who react strongly to psychic 
and psychosexual stimuli and in the cases of women 
with displacement of the uterus and an abnormal 
course of the tubes. In such cases the roentgen 
picture often fails to show the outline of the tubes 
although insufflation yields a positive result. 

For the divergent results of examinations, both 
mechanical and chemical influences may be respon- 
sible. The latter may include the male sperm. 

ODENTHAL (G). 


Fronticelli, E.: Tertiary Syphilis of the Uterus 
and Adnexa (Sifilide terziaria ignorata a carico 
dell’ utero e degli annessi). Clin. ostet., 1927, xxix, 558. 


Two cases of tertiary syphilis of the uterus and 
one case of tertiary syphilis of the adnexa are re- 
ported. The author states that syphilis of the uterus 
and adnexa is more frequent than is generally be- 
lieved. In syphilitic metritis the most important 
symptoms are hemorrhage which increases in sever- 
ity and pain without involvement of the adnexa or 
perimetritis. Histological examination reveals the 
typical picture of periarteritis, mesarteritis, and infil- 


tration of the parenchyma by round, fusiform, and 
typical plasma cells. 

The author’s first case was one of periarteritis, and 
his second, one of obliterating mesarteritis. If the 
disease is not treated, the infiltrating connective tis- 
sue will undergo hyaline and fibrous degeneration 
and cause sclerosis of the uterus. 

In all of the cases reported the Wassermann reac- 
tion was positive. The differential diagnosis of the 
condition is made possible by the Wassermann test 
and a decrease in the symptoms under specific treat- 
ment. Aubrey G. Morcan, M.D. 


Cuizza, T.: Tests of the Virulence of Streptococci 
in the Treatment of Cancer of the Uterus (La 
prova della virulenza dello streptococco nella cura 
del cancro dell’utero). Riv. ital. di ginec., 1927, vi, 
388. 


Even when a faultless technique is used, Wert- 
heim’s abdominal operation for cancer of the uterus 
is still associated with a high mortality. Some of the 
deaths are due to infection by streptococci. Ruge 
devised a method of testing the virulence of the 
streptococci. He tries to reproduce in vitro the 
struggle between the bacteria and the defensive 
forces of the body. He takes streptococci directly 
from the focus of infection (the ulcerated crater of a 
carcinoma, the uterus after abortion, etc.) and sows 
them in defibrinated blood of the patient obtained 
by puncture of a vein. When the streptococci de- 
velop rapidly in the blood of the patient they are 
virulent and the prognosis is unfavorable, but when 
they multiply slowly—only after four hours—or not 
at all, they are not virulent. 

Philipp modified this method somewhat to over- 
come its subjective features. He inoculates one 
Petri dish of agar with half of the mixture of de- 
fibrinated blood and bacteria and after it has been 
kept in the thermostat for four hours he inoculates 
another dish with the other half. There is always a 
development of colonies in the first dish, but the 
development in the second dish depends upon the 
virulence of the streptococci. 

The author reports fourteen cases in which he 
tested the Ruge-Philipp method. Although this 
number is too small to permit definite conclusions, 
he believes that in cases of carcinoma of the cervix 
which are clinically operable the prognosis after 
radical abdominal operation will be good if the Ruge- 
Philipp test is negative, but if the streptococci are 
virulent the postoperative course will probably be 
complicated by infection even when the clinical con- 
ditions seem to be favorable. 

The presence of virulent streptococci does not 
necessarily mean clinical inoperability, but of course 
in cases with deep diffusion of the cancer the strepto- 
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cocci will have a better opportunity to increase in 
virulence. The author believes that if the test were 
generally applied and all cases with virulent strepto- 
cocci were excluded from operation or given pre- 
liminary treatment to eliminate the virulent bacteria 
or decrease their virulence, the mortality from Wert- 
heim’s operation would be greatly reduced. 
Auprey G. Morcan, M.D. 


Pomeroy, L. A.: Five-Year End-Results of Radium 
Treatment in Carcinoma of the Cervix Uteri. 
Am. J. Roenigenol., 1927, xviii, 514. 


In the earlier cases of carcinoma of the uterine 
cervix reviewed by Pomeroy, the treatment con- 
sisted in the intra-uterine application of screened 
radium element and the insertion of steel needles 
containing radium element directly into the tissues 
of the cervix. The dosage was usually about 3,000 
mgm.-hr. In the technique now used, the entire 
length of the canal is irradiated with a dosage of 
about 2,700 mgm.-hr. and, in addition, glass or 
gold seeds are implanted in the cervical mass. As a 
rule, twelve 1-mc. glass seeds are implanted. The 
combined dosage therefore ranges from 4,000 to 
6,000 mgm.- and me.-hr. Such treatment is not 
repeated for several months, if at all. 

Of twenty-nine patients with microscopically 
proved carcinoma of the cervix who were treated 
with radium, five (17 per cent) are apparently well 
after five years. The twenty-nine cases included all 
classes, from early to advanced. More than half of 
the cancers which were arrested by the treatment 
were adenocarcinomata. 

In the discussion of this report, HEALY stated that 
he uses two capsules, one in the cervix and one just 
above the internal os. He has rarely observed car- 
cinoma of the cervix extending above the internal 
os. He applies applicators across the cervix and at 
the base of the broad ligament on either side, giving 
a fairly large dose. Since 1922 he has used the roent- 
gen rays for external crossfiring. He also makes 
interstitial applications of gold seeds containing 
radon. The patients rarely receive less than 6,000 
me.-hr. The cervical canal receives 3,000 mc.-hr., 
and the seeds increase the dosage from 500 to 2,500 
mce.-hr. Many patients receive 7,500 mc.-hr. within 
forty-eight hours. Six weeks later, routine high- 
voltage roentgen-ray treatment is given over the 
pelvis. Healy has found that the histological study 
of the cell type yields no information of value in the 
treatment of these cases. The most important 
factor governing the prognosis is the extent of the 
local disease. Of the patients with early carcinoma 
who were treated five years ago, 60 per cent are 
living and well. Of those whose condition was in 
the borderline stage, 56 per cent are well, and of 
those whose condition was advanced, 9 per cent are 
well. Of the patients who were treated for recur- 
rence, 16 per cent are now in good condition. All of 
these patients were treated with radium only. 

Warp reviewed 232 cases, 14 of which were 
operable. Fifty per cent of the patients are well 


after 5 years. Of those who were treated for recur- 
rence, 14 are well.” Of those with a borderline con- 
dition, 10 per cent are well. Of the 141 with inoper- 
able and advanced cancer, 5 per cent are well. The 
technique of treatment consisted in the introduc- 
tion of one or two tubes of radon in the cervical 
canal and the application of a plaque against the 
cervix to crossfire the growth. The uterine cavity 
was not irradiated. The dose was between 2,500 
and 3,000 mgm.-hr. This was repeated at the end 
of six weeks if there was still evidence of the disease. 
Ward believes that in the determination of the 
dosage the clinical classification of the case is of 
more importance than the microscopical classifica- 
tion. 

Scuitz stated that the histological classifica- 
tion is one of prognosis and not one of treatment. 

In closing the discussion, PomERoy stated that 
irradiation of the entire uterine canal lessens the 
chance of contraction of the cervix with retention 
of pus in the uterus. He makes only one biopsy. 

He has found that a large cauliflower mass is 
much more amenable to treatment than a small de- 
structive eroding lesion. A. James Larkin, M.D. 


ADNEXAL AND PERIUTERINE CONDITIONS 


Rubin, I. C.: Rhythmic Contractions and Peristal- 
tic Movement in the Intact Human Fallopian 
Tube as Determined by Peruterine Gas In- 
sufflation and the Kymograph. Am. J. Obst. & 
Gynec., 1927, XiV, 557. 

Contractions in the human fallopian tube can be 
studied by means of uterotubal gas insufflation and 
the kymograph. In streaming through the tubes at 
a constant pressure-rate-flow the gas acts as an 
elastic body upon which tubal contractions register 
varying degrees of pressure. As a comparison with 
the phenomenon in the surviving specimen without 
gas insufflation has shown, the character of the con- 
tractions is but little affected by the gentle inflow of 
the gas. A rapid flow may cause a certain amount of 
irritation and is therefore to be avoided. Rhythmic 
waves recorded upon the kymograph and mano- 
metric fluctuations indicate objectively the presence 
of tubal contractions. These are absent when the 
tubes have been ablated or are closed or strictured 
at any point between the intramural portion and the 
fimbria. They are totally absent in the dead human 
uterus and tubes. 

In the absence of tubal patency and tubal con- 
tractions, the kymographic record describes an up- 
ward slanting line, and when the highest pressure 
point is reached it describes a horizontal line which 
drops when the cannula is withdrawn from the 
uterus. 

The evidence so far adduced indicates that certain 
conditions influence the character and occurrence of 
peristaltic movement. In the presence of spasm, an 
initial high pressure is followed by a drop in pres- 
sure which is succeeded by the appearance of regu- 
lar rhythmic contraction waves on the kymograph. 
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Narcosis definitely reduces the rate and amplitude. 
In the presence of cervical regurgitation and the ab- 
sence of fluctuations, bearing-down efforts on the part 
of the patient will establish the diagnosis. If the 
pressure rises as a result of these straining efforts, it 
indicates that the tubes are patent but their peri- 
staltic motion is impaired. In doubtful cases, this 
has proved a valuable aid. 

Since tubal contractions depend upon ovarian 
activity, their character changes with the different 
phases of the menstrual cycle. They are definitely 
affected by such conditions as grave functional 
amenorrhcea in young women and the preclimacteric 
state. In these conditions the kymograph curves, if 
present at all, are shallow and less frequent. How- 
ever, in many cases of sterility associated with 
amenorrhcea, manometric fluctuations are noted 
during tubal insufflation and sometines are well 
marked, resembling the behavior of normal tubes. 

Although no parallel investigation of the presence 
and content in the blood of a female sex hormone has 
been carried out in these cases, the results obtained 
point to retention of tubal peristalsis without 
sufficient hormone present in the same case to acti- 
vate the uterus to the full degree of menstruation. 

E. L. Cornett, M.D. 


Fraser, J. R.: The Ovary in Osteomalacia. Am. J. 
Obst. & Gynec., 1927, xiv, 697. 

Osteomalacia has long been regarded as a dis- 
turbance of metabolism peculiar to females and 
usually occurring in pregnancy or at least brought to 
its fullest development by pregnancy. The lime 
salts are abstracted from the bones—first and most 
noticeably from those of the pelvis, and later from 
other bones. The result is curvature and deformity 
of the pelvis and other bony structures. Fractures 
occur readily, and at the same time genetically 
co-ordinated, inflammatory degenerative processes 
develop in the nerves and muscles. These latter are 
important factors in the clinical picture of osteo- 
malacia. 

That the somewhat decided ovarian hyperplasia 
plays a prominent part in the condition is indicated 
by the following observations: 

1. The prompt cessation and permanent cure of 
many cases after castration. 

2. The occurrence and aggravation of the osteo- 
malacic state during pregnancy and menstruation. 

3. The failure of other endocrine therapy. 

4. The high degree of fertility in osteomalacia. 

5. The occurrence in the ovary of structures 
which must be associated with specific ovarian func- 
tions. 

6. The intense vascular changes in the ovary— 
congestion with the development of almost a telan- 
giectatic condition. 

7. The presence, during pregnancy, of almost 
mature graafian follicles with a well-marked corpus 
luteum. 

8. The occurrence of interstitial gland formation 
in pregnancy, at puberty, and at other times when 


ovarian hyperfunction is to be expected, and the 


occurrence under normal conditions of pregnancy of - 


certain bone changes slightly resembling those of 
osteomalacia. 

All of these observations seem to indicate that 
osteomalacia is closely related to ovarian hyper- 
activity, and that this excessive ovarian function 
becomes in some way diverted along pathological 
lines. Harvey B. Matruews, M.D. 


Dallera, N.: A Cyst of the Ovary Diagnosed as a 
Fibromyoma of the Uterus (Come una cisti dell’ 
ovaio possa indurre alla diagnosi di fibromioma dell’ 
utero). Clin. ostet., 1927, Xxix, 567. 


The patient whose case is reported was a woman 
forty-three years of age who had been married for 
eighteen years but had had no children. Shortly 
before she was seen by Dallera, her menstruation 
had become menorrhagic, and since then she had 
leucorrhoea before the menstrual periods. She com- 
plained also of bladder symptoms and of a tumor in 
the abdomen which had slowly increased in size and 
caused a feeling of weight. 

Examination revealed a large tumor in a median 
position in the subumbilical region. The neoplasm 
was hard but not of uniform consistency, the upper 
part being softer than the lower portion. Its surface 
was irregular. On vaginal examination, the cervix 
was found to be continuous with the lower pole of 
the tumor and only slightly movable. The entire 
mass moved with the cervix. A diagnosis of fibro- 
myoma of the uterus was made. The slight mobility 
of the tumor and the severe bladder symptoms 
suggested that the neoplasm was interligamentous, 
and the variation in its consistency and the dis- 
charge suggested that it was beginning to undergo 
degeneration. 

At operation, the tumor was found to be a cyst of 
the ovary with firm and diffuse adhesions to the 
intestine and the floor of the pelvis. The adhesions 
indicated that inflammation had been present, but 
no history of inflammation could be obtained. Fluc- 
tuation of the cyst had been prevented by the thick- 
ness of its walls. The median position of the cyst and 
its apparent connection with the uterus were due to 
its adhesions, its partially interligamentous develop- 
ment, and its incarceration in the pelvis. The typ- 
ical signs of cyst of the ovary had been masked by 
the old inflammation. Auprey G. Morcan, M.D. 


EXTERNAL GENITALIA 


Puccioni, L.: Histological Changes in the Vagina in 
the Different Phases of the Functional Cycle of 
the Ovary (Modificazioni istologiche della vagina 
della donna in rapporto con le varie fasi del ciclo 

' funzionale dell’ovaio). Riv. ital. di ginec., 1927, vi, 

544- 

Puccioni describes the histological appearance of 
the vaginal mucous membrane at different periods of 
the menstrual cycle. In ten instances the examina- 
tion was made in the week preceding the beginning 
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of menstruation; in three, during menstruation; in 
five, from twelve to sixteen days after menstruation 
had stopped; and in two, after the beginning of the 
menopause. 

In the intermenstrual period there is a first stage in 
which the epithelium of the vaginal mucous mem- 
brane is beginning its regeneration at the points 
where complete desquamation took place. In the 
second stage, regeneration is complete and the epi- 
thelium is made up of a basal layer of cylindrical 
cells surmounted by one or two rows of cubical cells 
and a number of rows of pavement cells, the last of 
which is almost completely cornified. 

The premenstrual period may also be divided into 
two stages. The first is characterized by active pro- 
liferation of cells, chiefly those of the basal layer of 
epithelium, which causes a uniform elevation of the 
epithelial surface. There are many interpapillary 
prolongations which extend deep into the tunica pro- 
pria and many papille with dilated capillaries which 
penetrate the epithelium. In the second stage, the 
proliferation of epithelium stops and degeneration of 
the individual cells, most marked in the superficial 
layers, begins, accompanied by desquamation of the 
horny layer. The connective tissue of the tunica 
propria is loose and infiltrated with young cells; there 
is intense hyperemia. 

The menstrual period is characterized by pro- 
gressive desquamation of the newly formed epithe- 
lium, a decrease in the papillary invaginations, and 
an intense hyperemia accompanied by many small 
hemorrhages in the tunica propria. The connective 
tissue remains loose and infiltrated. 

In the menopause, the vaginal mucous membrane 
looks very much like that of the resting intermen- 
strual period. . 

The changes described are synchronous with those 
in the uterine mucous membrane. The changes were 
of the same nature in all of the cases, but much 
more intense in some than in others. The most con- 
stant ones, both qualitatively and quantitatively, 
are those of the premenstrual period, and the least 
constant, those of the menstrual period. 

Aubrey G. MorcGan, M.D. 


Furniss, H. D.: Ureterovaginal and Vesicovaginal 
Fistula Combined. Am. J. Surg., 1927, iii, 465. 


While ureterovaginal and vesicovaginal fistule 
are fairly frequent, the combination of the two is 
rare. The author records two cases in which such 


fistule followed hysterectomy for fibroids and were 
cured by operation by a new technique. 

There are three principal causes for this operative 
complication: (1) direct operative incision of the 
ureter and the bladder; (2) necrosis of the ureter and 
the bladder as a result of clamping or suturing; and 
(3) necrosis from interference with the blood supply. 

The type of treatment of the condition depends 
upon the presence of infection of the ureter and 
kidney pelvis, the loss of function, and the possibility 
of bringing the ureter into the bladder wall. When 
the ureter cannot be brought into the bladder wall, 
nephrectomy is the operation of choice. If function 
is good and there is no infection, a ureterovesical 
anastomosis should be performed and the vesico- 
vaginal fistula closed later. The technique is as 
follows: 

Exposure is made through a one-sided Pfannen- 
stiel incision which starts at the anterior superior 
spine of the ilium and 1 in. to its inner side and 
passes downward in a curved direction to the mid- 
line 114 in. above the symphysis. The fibers of the 
external oblique are divided in the same direction, 
as are also those of the internal oblique. The trans- 
versalis is divided with a sharp knife. Care is taken 
not to open the peritoneum. The latter is peeled 
away from the lateral and posterior pelvic wall. The 
ureter, found on the peritoneal reflection, is grasped 
with Allis clamps so that the teeth come together 
around it. The fistulous portion of the ureter is ex- 
posed. When a suitable portion of the ureter is 
found for anastomosis, it is double-clamped and cut. 
A portion of the bladder wall nearest the ureter is 
grasped by two Allis clamps and a forceps is pushed 
through the walls so that it enters anteriorly and 
emerges posteriorly. The portion of the ureter held 
in the forceps is then transferred to the forceps that 
has passed through the bladder and the ureter 
is drawn into and again out of the bladder. The 
ureter is then stitched to the posterior bladder wall 
where it is drawn into the bladder. The forceps on 
the end of the ureter is then removed and the free 
end of the ureter is allowed to fall into the bladder 
cavity. The opening in the anterior bladder wall is 
then closed. 

The wound is drained for seventy-two hours. A 
Pezzer retention catheter is placed in the bladder for 
seven or eight days, being removed daily for cleansing. 

Two cases which were successfully operated upon 
in this manner are reported. Harry W. Finx, M.D. 
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OBSTETRICS 


PREGNANCY AND ITS COMPLICATIONS 


Nordio, A.: Some Cases of Perforation of the Uterus 
(Considerazioni su alcuni casi di _perforazioni 
dell’utero). Riv. ital. di ginec., 1927, vi, 333. 


Nordio reports six cases of perforation of the 
uterus in which the lesion was produced by surgical 
instruments such as abortion forceps, uterine 
sounds, curettes, dilators, etc. Operation was neces- 
sary in all. Total hysterectomy was performed in 
two cases, with death in both; supravaginal hyster- 
ectomy in three cases, with two deaths and one re- 
covery; and a conservative operation in one case, 
with death. 

The author divides perforations of the uterus into 
two groups with reference to treatment—those in 
uteri that are not pregnant or puerperal and those in 
pregnant or puerperal uteri. In the first group, the 
treatment may consist in: (1) strictly conservative 
measures such as rest, the application of ice, the 
administration of opium, etc., or (2) a conservative 
operation for suture of the perforation, or (3) a more 
or less radical operation depending upon the site of 
the perforation, the nature of the instrument by 
which it was made, and the amount of hemor- 
rhage. 

In the second group, the operation should be total 
hysterectomy. The danger of infection in these cases 
is very great. In Nordio’s opinion, simple suture of 
the perforation is permissible only when the gyne- 
cologist has made the perforation himself in the 
hospital and knows that it was done under condi- 
tions of strict asepsis, there has been no previous 
attempt at abortion outside the hospital, and there 
is no injury to neighboring organs. Partial hysterec- 
tomy is indicated only in cases in which total 
hysterectomy is contra-indicated on account of the 
patient’s poor general condition or would be difficult 
because of obesity, or conservation of the stump of 
the cervix is advisable on account of injury to 
neighboring organs. Avuprey G. Morean, M.D. 


Horowitz, E. A., and Kuttner, T. T.: The Blood 
Bilirubin in Ectopic Pregnancy. Am. J. Obst. & 
Gynec., 1927, Xiv, 731. 


From a study of fifteen cases of ectopic pregnancy 
the.authors conclude that ectopic pregnancy cannot 
be diagnosed by determinations of the bilirubin con- 
centration of the peripheral blood. The main points 
brought out in this article may be summarized as 
follows: 

1. In the hemorrhagic extravasations of certain 
cases of ectopic pregnancy there is probably a local 
formation of bilirubin from hemoglobin. 

2. It has not been determined how quickly this 
bilirubin is formed or absorbed. 


3. The normal liver promptly removes any excess 
of bilirubin from the circulating blood by excreting 
it into the biliary passages. 

4. In cases of ruptured ectopic pregnancy, icterus 
may be simulated because of the anemia. 

5. Hyperbilirubinemia is not infrequent in the 
absence of biliary, hepatic, and hemolytic disease. 

6. The content of bilirubin in the blood is the 
same in ectopic pregnancy as in other gynecological 
conditions. Harvey B. Mattuews, M.D. 


Bierendempfel-Pleick, E.: Repeated Extra-Uterine 
Pregnancy on the Left Side (Wiederholte links- 
seitige Extrauteringraviditaet). Zentralbl. f.Gynaek., 
1927, li, 1502. 

The author reports a case in which, fifteen months 
after simple ligation and extirpation of the left fal- 
lopian tube for ruptured extra-uterine pregnancy, a 
second laparotomy became necessary because of re- 
currence of the typical signs of extra-uterine preg- 
nancy. At the second intervention, the adnexa on 
the right side were again found intact, but on the 
posterior wall of the uterus, at the upper pole of the 
left ovary which was adherent at that point, there 
was a bluish nodule, the size of a walnut, consisting 
of firm connective tissue and an intact ovum envel- 
oped by a chorionic membrane. This was either an 
ovarian or an abdominal pregnancy. Apparently 
the stump of the left tube had gradually become 
sufficiently patent to allow the passage of sper- 
matozoa. Knorr (G). 


Hasselblatt, R.: Repeated Pregnancy in the Same 
Tube; Two New Cases (Ueber wiederholte Gravi- 
ditaet in derselben Tube; Zwei neue Faelle). Acta 
obst. et gynec. Scand., 1927, Vi, 211. 


The author reports two new cases of repeated 
tubal pregnancy on the same side. In one, only the 
middle third of the tube was removed at the first 
operation. After another pregnancy, which was ter- 
minated by spontaneous delivery, the patient was 
operated upon for tubal pregnancy developing in the 
remaining lateral portion of the resected tube. At 
the second operation, the entire tube was removed. 

In the other case the patient was operated upon 
for tubal rupture. An incomplete salpingectomy was 
done as in the first case, a medial stump of the tube, 
3 cm. long, being left. Two and a half years later a 
new tubal pregnancy developed in the tubal stump 
and an operation was performed for complete re- 
moval of the tube. 

Such recurrences of tubal pregnancy on the same 
side are very rare. The author has been able to find 
only nineteen cases reported in the literature. In 
two, the condition was found at autopsy. In seven- 
teen, operation was performed. The recurrence of 
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tubal pregnancy three times occurred in only two 
cases. 

The possibility of the recurrence of pregnancy in 
the same tube is due to faulty operative technique 
and disturbances of healing. In the author’s opin- 
ion, it is essential always to perform a complete sal- 
pingectomy with wedge excision at the uterine cornu 
and to cover the wound carefully with peritoneum. 

Hasselblatt reviews also twenty-three cases which 
are reported in the literature as repeated tubal 
pregnancy but cannot be accepted as proved cases 
because the data are unsatisfactory or insufficient. 

He believes that the diagnosis of repeated preg- 
nancy in the same tube is justified only when both 
pregnancies have been proved by operation or the 
findings at operation in the later pregnancy or at 
autopsy definitely indicate that there has been a 
previous pregnancy in the tube. 


Kunze, H.: The Pathology of the Umbilical Cord 
(Zur Pathologie der Nabelschnur). Zentralbl. f. 
Gynaek., 1927, li, 1832. 

In 828 births, twisting of the cord around the 
fetus occurred in 156 (18.8 per cent). Intrapartum 
death of the fetus in 2 cases and asphyxia of various 
degrees in 19 cases were ascribable to this compli- 
cation. The author reports 1 case in which a fetal 
part was surrounded by the cord 4 times, and 2 
cases in which it was surrounded 5 times. Injury 
to the child occurred in only 1 of these cases and was 
slight. In the cases in which death of the fetus 
resulted, the umbilical cord was poor in Wharton’s 
jelly. It was less than 1 cm. in diameter. 

The length of the umbilical cord was found to be 
68 cm. when it was twisted around the fetus once; 
79 cm. when it surrounded the fetus 2 and 3 times; 
102 cm. when it surrounded the fetus 4 times; and 
96 and 104 cm. when it surrounded the fetus 5 times. 

The author reports also 1 case (among the 828 
births) of circumscribed torsion of the umbilical 
cord. After a fall on her side, the patient noticed 
that the fetal movements became gradually weaker 
and finally ceased entirely. On her entrance to the 
clinic, one month before the calculated time for 
delivery, no fetal heart sounds could be heard. A 
dead, macerated child was delivered spontaneously. 
The umbilical cord, which was 69 cm. long, showed 
four circumscribed areas of torsion. One—1.5 cm. 
from the umbilicus of the fetus—was 0.4 cm. in 
width. The others were, respectively, 0.5 and 0.7 
cm. wide. The umbilical cord made forty-one 
spirals and was not adherent. Between its pla- 
cental attachment and the site of torsion nearest 
that point, the cord was from 1.5 to 2.4 cm. in 
diameter. The placenta was white and bloodless. 

Autopsy on the fetus disclosed no cause for the 
death. Spirochetes could not be found. At 


the points of torsion, examination revealed ab- 
sence of Wharton’s jelly and marked compression 
of the vessels without complete occlusion. The 
portion between the placenta and the first area of 
torsion showed an cedematous swelling of Wharton’s 


jelly and dilatation of the vessels. Blood was found 
only in the intervillous marginal portions of the 
placenta. Elsewhere the vessels were empty. 

The white portions of the placenta proved to be 
compressed chorionic villi with bloodless capillaries. 

The decision as to whether the torsion of the cord 
occurred before or after the death of the fetus may 
be difficult if there are no definite evidences of the 
time of onset. In the case reported, the torsion 
occurred when the fetus was alive and caused its 
death. Examination revealed cedema of the um- 
bilical cord on the placental side of the torsion such 
as that described by Ahlfeld, and dilatation of the 
placental veins in this segment such as that described 
by Kuestner. Conran (G). 


Corwin, J., and Herrick, W. W.: The Toxzemias of 
Pregnancy in Relation to Chronic Cardiovas- 
cular and Renal Disease. Am. J. Obst. & Gynec., 
1927, xiv, 783. 

To determine the effects of the toxemias of 
pregnancy on the kidney and the cardiovascular 
system, the authors studied 291 cases at the Sloane 
Hospital for Women, New York. 

The toxemias were classified as follows: 

1. Eclamptic or acute convulsive toxemia. 

2. Nephritic toxemia with prolonged and marked 
albuminuria or non-protein nitrogen of 40.0 mgm. 
per cent or more. 

3. Hypertensive cardiovascular toxemia—hyper- 
tension without convulsions and without nitrogen 
retention or marked and prolonged albuminuria. 

The cases were studied before, during, and after 
pregnancy over periods ranging from six weeks to 
six years Tabulated observations showed that 
cardiac hypertrophy, thickening of the brachial and 
radial arteries, and certain eye-ground changes were 
present in a large proportion during the toxemia and 
also during the follow-up period. Such changes 
suggest that some disorder of the kidneys or cardio- 
vascular system antedated the pregnancy. The 
authors believe that a large proportion of these 
women had an underlying disease which was 
brought to light or aggravated by the pregnancy. 
The majority of them were large, overweight 
women with heavy muscles, thick skin, large 
features, hands of a broad, square pattern, mascu- 
line crines, and spaced incisor teeth. 

Hypertension persisting for months or years was 
found in one-third of the cases of eclampsia, one-half 
of those of nephritic toxemia, and two-fifths of 
those of hypertensive toxemia. One-half of the 
nephritic group showed marked albuminuria in the 
follow-up period, and one-third of the eclamptics 
had some albuminuria. Puiuie H. Arnot, M.D. 


Benda, R.: The Present Status of Our Knowledge 
Regarding the Toxicoses of Pregnancy (Der 
heutige Stand der Lehre von den Schwangerschafts- 
toxikosen). Med. Klin., 1927, xxiii, 710. 

During pregnancy as well as during general bacte- 
rial infections the organism has defensive substances 
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at its disposal. Menstruation is brought about by a 
toxin, a ‘‘menotoxin.”’ The processes of menstrua- 
tion are a miniature picture of early pregnancy. 
Many of the signs in the first weeks of pregnancy are 
to be attributed to the corpus luteum. The latter 
has great vitality. The internal secretory functions 
of the corpus luteum gradually pass over to the pla- 
centa, the functions of which are of fundamental 
importance. The toxicoses of pregnancy are not 
anaphylactic phenomena; neither are they caused 
by the fetus. There occurs during pregnancy, under 
the influence of the growing ovum, a humoral cellu- 
lar change in the organism as a whole (disturbances 
of metabolism and of the glands of internal secre- 
tion). As the result of the cell destruction, which is 
increased during pregnancy because of the increase 
in cell degeneration and regeneration, there appear 
in the blood stream protein bodies which are foreign 
to both the blood and the individual and exert a toxic 
action. The degree of their toxicity depends upon the 
degree of their dispersion. Their points of attack 
are chiefly the smooth musculature and the sympa- 
thetic nervous system. 

The author expects important results from the 
physicochemical approach to the problem of the 
various phenomena of pregnancy. Eucolloidity, 
iso-iony, isotonia, isothermia, iso-oncia (oncotic 
pressure) all present factors which may be of impor- 
tance in the interpretation of clinical disease pic- 
tures. The kidneys, connective tissue, and sympa- 
thetic nervous system, which are responsible for the 
constancy of these factors, show during pregnancy a 
change in their function which is manifested by a 
disturbance of the exchange values of the blood. By 
further research in this field it may be possible to 
find an explanation for the various phenomena aris- 
ing during pregnancy. 

The potentially toxic nature of pregnancy is sup- 
ported also by the findings of experiments on animals. 
Benda believes that detoxication during pregnancy 
is a function of the cell. He has found that during 
gestation the permeability of the capillaries is in- 
creased for ions as well as colloids (injury to the 
endothelium—“‘capillaropathia gravidarum’’). This 
failure of the barrier occurs only in the second half of 
pregnancy and not constantly then. In the toxicoses 
of the first half of pregnancy it occurs regularly and 
in those of the second half, almost regularly. Arti- 
ficial glycosuria, lactosuria, albuminuria, oedema, 
and thrombosis of the capillaries in eclampsia may 
be explained by such injuries. 

The reticulo-endothelial system is a still more 
active detoxicating system because of its ability to 
store up substances. The author was able to demon- 
strate disturbances due to it in the second half of 
pregnancy. They were always most severe in the 
toxicoses. From this fact he concludes that the 
reticulo-endothelial cells are also able to absorb 
toxins. In this process the cells are destroyed, but 
they are easily regenerated. If regeneration does not 
occur, the clinical picture of intoxication develops. 
In this sense, the toxicoses of pregnancy are the 


manifestation of the failure of the cellular detoxica- 


tion system. As the liver is the site of a considerable 
portion of this system, the author’s investigations 
seem to support the conclusion that the liver also 
may be damaged as regards its function even in the 
processes of normal gestation. 

In conclusion Benda states that as the toxicoses of 
pregnancy are probably due to a variety of inter- 
dependent causes, there is little probability that the 
toxin of pregnancy will ever be found. 

Mataka (G). 


Rucker, M. P.: The Treatment of Eclampsia with 
geen Sulphate. Virginia M. Month., 1927, 
iv, 558. 


The chances of recovery of the eclamptic mother 
vary inversely with the number of convulsions. 
Therefore the obstetrician’s first concern should be 
to stop the convulsions as quickly as possible. 

Following the suggestion of Lazaard, thirty-six 
cases of eclampsia were treated with intravenous 
injections of magnesium sulphate. Twenty-six of 
the patients received only one injection, but two 
injections were given in six cases and three injections 
in two cases. The usual dose was 20 c.cm. of a 10 
per cent solution. In this group of cases there were 
no maternal deaths. Other methods of treatment 
which were usually tried first were high colonic 
irrigations, the administration of bromides, chloral, 
morphine, and digitalis, the intravenous injection 
of glucose, gastric lavage, and phlebotomy. 

In ten cases of eclampsia not treated with mag- 
nesium sulphate, there were two maternal deaths. 

In the forty cases in which the outcome as re- 
gards the infant was known, the fetal mortality was 
53-6 percent. In the group treated with magnesium 
sulphate, it was 45.1 per cent. Four of the five 
deaths of newborn infants occurred in the group of 
cases in which morphine and other sedatives were 
used instead of magnesium sulphate. 

From these results the author concludes that 
magnesium sulphate given intravenously or intra- 
muscularly aids in the control of convulsions, 
shortens the coma, and decreases the maternal and 
fetal mortality. No untoward symptoms have fol- 
lowed its use. Donatp G. ToLterson, M.D. 


Brouha: The Indications for the Interruption of 
Pregnancy (Les indications de l’interruption de la 
grossesse). Gynéc. et obst., 1927, xvi, 205. 


Brouha discusses two factors which at times justi- 
fy the interruption of pregnancy—pelvic dispropor- 
tion and an excessively large fetus. With regard to 
pelvic disproportion he says that, following the days 
of forceful delivery, premature delivery was prac- 
ticed for many years despite Pinard’s attack upon it. 
Recently, however, the literature has been rather 
silent on premature delivery. In order to ascertain 
the present-day viewpoint regarding it, Brouha sent 
a questionnaire to a number of the leading obstetri- 
cians of the world. This report is based on their 
replies. 
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Premature delivery carries with it a certain fetal 
mortality which ranges according to various statis- 
tics from 25 (Fabre) to 5 per cent (Gammeltoft). 
The maternal mortality (the morbidity could not be 
ascertained) ranges from 0.7 to 1.16 per cent. 

Cesarean section, on the other hand, carries with 
it an infant mortality approaching zero, the death of 
the child being rare. The maternal mortality is diffi- 
cult to evaluate since it depends to some extent upon 
the occurrence of contamination and sepsis previous 
to the operation. In the author’s opinion, the mor- 
tality in uncontaminated cases ranges from 1 to 2 
per cent, approaching that of premature delivery. 
Odagesco has estimated that of women who, previ- 
ous to a trial of labor, are thought to present a dis- 
proportion between the fetus and pelvis which will 
necessitate cesarean section, 70 per cent will be able 
to deliver themselves spontaneously. We are there- 
fore justified in assuming that the mortality of sec- 
tion is no higher than that of premature delivery. 

In contaminated cases, the mortality of cesarean 
section is high (10 per cent), but the growing prefer- 
ence for low section and the improvement in obstet- 
rics (hospitalization, pelvimetry, and careful study 
of cases) should diminish the incidence of infection. 
The chances of rupture of the uterus along the line of 
the scar are ten times less following low section than 
following the classical section. 

For cases of pelvic disproportion the author rec- 
ommends a trial of labor first, and if this fails, a low 
cesarean section. In cases in which premature de- 
livery has been practiced in former deliveries and the 
woman refuses to submit to section, he consents to 
premature delivery. 

When dystocia is due to an excessively large baby, 
premature delivery appears to be justified when the 
patient is a multipara who has persistently borne 
large babies. In the cases of primipare, in which it 
is difficult to judge the size of the child, Brouha 
favors a trial of labor followed by cesarean section if 
necessary. Micwaet L. Mason, M.D. 


Sprecher: The Induction of Abortion in Syphilis 
(La provocazione dell’aborto nella sifilitica?). Clin. 
ostet., 1927, XXiX, 453. 


The author states that there is probably no 
syphilologist who has not been importuned at one 
time or another to induce abortion in the case of a 
pregnant syphilitic woman. This request is made 
because of the belief that the child will be an idiot or 
bear other stigmata of congenital lues; that the dis- 
ease in the mother will be made worse by the gesta- 
tion; and that during pregnancy the disease is not 
amenable to treatment. 

Sprecher states that the induction of abortion in 
such cases is not warranted. Syphilis tends in itself 
to cause abortion, and if it does not do so the infec- 
tion is probably a light one and if proper treatment 
is given, the child may be born without any syphi- 
litic manifestations. Moreover, an induced abortion 
may have more serious effects on the woman than 
continuation of the pregnancy to term. With mod- 


ern methods, lues can be treated during pregnancy 
as well as at any other time. 
L. Mason, M.D. 


LABOR AND ITS COMPLICATIONS 


Davis, C. H.: The Evaluation of Methods in Ob- 
stetrical Analgesia and Anesthesia: with Spe- 
cial Reference to Gas-Oxygen. Am. J. Obst. & 
Gynec., 1927, xiv, 806. 

Severe pain is not essential to childbirth. The 
obstetrician should give his patient the maximum 
relief obtainable without sacrificing her safety or that 
of the infant. 

When the pains are distressing, the author ad- 
ministers !/12 gr. of heroin or % gr. of pantopon and 
1/199 gr. of hyoscin. Half of this dose is given in the 
early stages of labor with moderate pain and short 
contractions, and the rest is administered as it is 
needed. A severe labor occasionally requires an in- 
halation anesthetic or the colonic instillation of 
ether-oil-quinine. When the labor is prolonged on 
account of a rigid cervix or an abnormal position of 
the fetal head, additional hypodermics are often 
necessary— 1/24 gr. of heroin and 1/39 gr. of hyoscin. 
Hypodermics should be avoided during the last two 
hours of labor as the combination of an opiate with 
hyoscin may interfere with the respiratory efforts of 
the child at birth. 

Inhalation anesthetics may be administered inter- 
mittently for long periods of time. In several in- 
stances the author has administered nitrous-oxide- 
oxygen intermittently over a period of fifteen hours. 

Late in the first stage or early in the second stage 
of labor, intermittent analgesia is begun with nitrous 
oxide-oxygen or ethylene-oxygen. Ethylene is more 
inclined to slow up labor, but has been used by Davis 
almost exclusively for two years. 

Nitrous oxide-oxygen may be used for all opera- 
tive deliveries except version and cesarean section. 
The relaxation necessary for version can be obtained 
with ether or ethylene-oxygen. For cesarean sec- 
tion, nitrous oxide must be supplemented with ether 
or local anesthesia or ethylene can be used alone. 

An advantage of ethylene over nitrous oxide is 
that the former induces anesthesia when adminis- 
tered in a mixture containing a higher percentage of 
oxygen. 

When pulmonary, renal, or cardiac complications 
prevent inhalation anesthesia, satisfactory results 
may be obtained by caudal anesthesia or sacral nerve 
block. Pui H. Arnot, M.D. 


Zarate, H.: Partial Symphysiotomy As Compared 
with Czsarean Section in Contracted Pelvis; 
Twenty Cases of Partial Symphysiotomy 
(Symphyséotomie partielle contre césarienne seg- 
mentaire en cas de bassin limite; 20 cas de symphy- 
séotomie partielle). Bull. Soc. d’obst. et de gynéc. de 
Par., 1927, xvi, 436. 


Zarate states that partial symphysiotomy is abso- 
lutely harmless to the mother and associated with 
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only a low fetal mortality. He therefore regards it as 
preferable to cesarean section in all cases of con- 
tracted pelvis with a conjugate of more than 8 cm. 
He reports twenty cases in which only one fetus died. 
The one fetal death he ascribes to the fact that the 
operation was performed by one of his internes who 
extended the indications a little farther than seemed 
advisable to Zarate. As nine of the women were 
primipare, version or the use of forceps was neces- 
sary in over 50 per cent of the cases. In the cases of 
primipare, the operation should be done only when 
the cervix is dilated and there is no dystocia from 
contractions. In the cases of the eleven multipare, 
forceps delivery was necessitated only once by in- 
complete dilatation of the cervix. 

In so per cent of the cases the fetus had begun to 
suffer, this proving that the author’s policy of expec- 
tant treatment had been carried to the limit. In 
three of the twenty cases reviewed, the puerperium 
was subfebrile; in one case, puerperal endometritis 
developed; and in one case there was a slight phle- 
bitis of the leg lasting for only a few days. All of the 
patients entered the hospital as emergency cases, 
most of them with fever and very suspicious findings 
on palpation. The child who died was that of a pri- 
mipara who had been brought to the hospital fol- 
lowing premature rupture of the membranes. In this 
case the cervix was dilated 3 cm., the child had begun 
to suffer, and prolapse of the cord occurred during 
delivery. Aubrey G. Morean, M.D. 


PUERPERIUM AND ITS COMPLICATIONS 


Fruhinsholz, A.: Early Retroversion of the Uterus 
After Delivery (Documents sur la retroversion 
utérine précoce du post-partum). Bull. Soc. d’obst. 
et de gynéc. de Par., 1927, xvi, 501. 


The author reviews 77 early puerperal retrodevia- 
tions of the uterus in 53 women. In 200 consecu- 
tive deliveries, he found a temporary or permanent 
retrodeviation in 39 (about 20 per cent). In 24, 
the condition appeared definitely to be acquired, 
while in 15 it was as definitely congenital. In 5 cases 
of twin pregnancy in the 200 cases there was not a 
single instance of retrodeviation. In the 20 deliv- 
eries by forceps, retrodeviation occurred only twice. 

Retrodeviation generally occurs after the first 
delivery. While the author has seen cases in which it 
occurred for the first time in a multipara, it was 
generally temporary and easily reduced in such cases. 
He has seen also multipare who had a retroversion 
after the first delivery and were free from it after 
subsequent deliveries. 

The congenitally retroverted uterus tends to re- 
turn to its original position sooner or later after 
delivery, but in 5 cases Fruhinsholz was able to over- 
come such retroversion, and in 3 of these the correc- 
tion persisted through later pregnancies. During 
the puerperium, the uterus can be easily molded. 

The author has found that retroversion is favored 
when the patient is allowed to get up early after 
delivery. In 32 of 42 cases, it occurred between the 
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sixteenth and twenty-eighth days, the period at 
which most women are allowed to get up. In 11 
cases, it occurred more than a week after the pa- 
tient was up, but in these instances was due to some 
unusual strain or accident. 

The part played by dorsal decubitus in retrodevia- 
tion has been exaggerated. When retrodeviation 
occurs while the patient is in bed, it is due to pres- 
sure from the full bladder rather than to the dorsal 
position. In 7 women who were obliged to stay in 
bed for from 6 weeks to 3 months after delivery, 
retroflexion occurred in only 1 and this case was one 
of the 5 in which the author was able to cure the 
retrodeviation. 

The best treatment is manual replacement and 
massage. The massage should be repeated every day 
or every other day, and the patient kept in bed a 
little longer than usual. Most retrodeviated uteri so 
treated remain in place after from thirty to thirty- 
five days, but some may require two months of 
treatment. The author has had only a few failures. 
He emphasizes that the method described is slow and 
requires great patience. Auprey G. Morcan, M.D. 


Bruegelmann, C.: Observations on Puerperal Sep- 
sis, Particularly the Localization and Fre- 
quency of Metastases (Beobachtungen bei Sepsis 
puerperalis, insbesondere ueber Lokalisation und 
Haeufigkeit der Metastasen). Monatsschr. f. 
Geburtsh. u. Gynaek., 1927, \xxvi, 404. 


Sepsis is caused, not by multiplication of the 
bacteria in the blood, but by the constant or inter- 
mittent entrance into the blood stream of bacteria 
from foci of infection. The author reviews 300 cases 
of puerperal sepsis, in 251 of which the condition fol- 
lowed abortion and in 49 of which it followed de- 
livery. Cases of uncomplicated septic abortion 
(endometritis septica) are excluded. The total 
mortality was 75 per cent. In 187 cases of endo- 
phlebitis and thrombophlebitis, the mortality was 
71 per cent; in 33 cases of lymphangitis, 48 per 
cent; in 36 cases of endocarditis, 100 per cent; and 
in 44 cases with several or unusual septic foci, 
between 85 and 100 per cent. 

In 80 per cent of the cases the infection was due 
to a single type of organism, usually a hemolytic 
and anaerobic streptococcus. In 19.7 per cent 
there was a mixed infection. In 61 per cent of these 
the anaerobic streptococcus predominated and 
other bacteria were present in considerably fewer 
numbers. In thrombophlebitis, the anaerobic 
streptococci predominated; in lymphangitis, the 
hemolytic streptococci; and in endocarditis, the 
anaerobic staphylococci. 

In 75 per cent of the cases, metastatic foci were 
formed. In 56.5 per cent, these foci were found in 
the lungs, and in 26 per cent in the kidneys. In a 
smaller number of cases they developed in the spleen, 
liver, bones, joints, muscles, skin, myocardium, 
meninges, brain, eyes, ears, parotid gland, thyroid, 
etc. In cases with metastases the aerobic staphy- 
lococci predominated. Peyser (G). 
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Weinzierl, E.: Total Gangrene of the Uterus During 
the Puerperium (Totale Gangraen des Uterus im 
Wochenbett). Arch. f. Gynack., 1927, CXxXXx, 521. 


Weinzierl describes a very rare clinical condition 
which usually develops after a prolonged labor ter- 
minated by a severe operative procedure. An inter- 
val in which the patient’s condition appears to be 
favorable is followed by a high intermittent fever 
lasting for weeks, acceleration of the pulse, a copious, 
dark brown, foul-smelling discharge, and cedema of 
the vulva and perineum. The uterus is found high in 
the abdomen and very sensitive to pressure, and the 
general condition becomes very poor. After from 
fourteen to twenty days, possibly even later, a foul- 
smelling necrotic piece of the uterus of variable size 
separates spontaneously. The temperature may 
then fall and a quick recovery result. The local heal- 
ing takes place with atrophy and atresia of the 
uterus and sometimes also of the vagina. Death 
occurs in about 30 per cent of the cases from septi- 
cemia or perforation peritonitis. 

A case seen by the author was that of a twenty- 
two-year-old primipara with premature rupture of 
the membranes, a generally narrow pelvis, a purulent 
discharge, pointed condylomata, weak labor pains, a 
temperature of 38.5 degrees C., and a large child in 
occipital presentation. An incision was made in the 
cervix and delivery effected with the forceps. The 
child was dead from hemorrhage of the brain. Dur- 
ing the puerperium there were evidences of an infec- 
tion of the internal genitalia and the pelvic perito- 
neum, and on the seventeenth day signs of general 
peritonitis developed. Laparotomy revealed total 
gangrene of the uterus, which lay entirely free in its 
serosal covering. The patient died three days later. 

GAENSSLE (G). 


MISCELLANEOUS 


Kosmak, G. W.: The Result of Supervised Mid- 
wife Practice in Certain European Countries: 
Can We Draw a Lesson from This for the 
United States? J. Am. M. Ass., 1927, |xxxix, 2009. 


In a survey of the midwife system in obstetrical 
practice in certain European countries, Kosmak was 
impressed by the high standards required of mid- 


wives. In Sweden and Norway, the education and 
supervision of midwives has been in vogue for more 
than 200 years and has always been actively spon- 
sored by leaders of the European medical profession. 
The results of this midwife training are excellent, the 
maternal mortality and morbidity in these countries 
being low. In the period from 1900 to 1918 the av- 
erage puerperal death rate in Norway was 2.95 per 
1,000 births and 85 per cent of the deliveries were 
done by midwives. 

In the United States the maternal mortality rates 
are very high as compared with those of European 
countries. The greatest number of deaths are due to 
puerperal septicemia and operative deliveries. In 
United States hospitals, operative procedures are 
used in from 10 to 30 per cent of obstetrical cases, 
whereas in the Scandinavian countries they are used 
in an average of 4 per cent. 

Kosmak suggests that the Obstetrical Section of 
the American Medical Association, through its mem- 
bership in the Joint Committee on Maternal Wel- 
fare, inaugurate and participate in a careful inquiry 
as to the cause of the high mortality rate. He sug- 
gests also the development of community interest in 
better obstetrical care; improvement in the teaching 
of obstetrics to students, especially the clinical side; 
and readily available postgraduate instruction of 
physicians. Such measures, he believes, will result in 
a desire for better care of pregnant women on the 
part of the laity and a corresponding increase in the 
dignity of the obstetrical attendant. He states that 
it is for members of the medical profession to decide 
whether a midwife system shall be a part of the 
obstetrical scheme in the United States. Many 
states are ignorant of the number as well as the 
qualifications of midwives working within their 
boundaries. When this negligence is compared with 
the carefully supervised system in Scandinavian 
countries, the necessity for reform becomes at once 
evident. 

If midwife attendance is objectionable, the medical 
profession must find a substitute for it or continue 
to have unjustified mortality rates in childbearing 
which are not in accord with the achievements in 
other fields of American medical practice. 

AspraHaM A, Braver, M.D. 
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ADRENAL, KIDNEY, AND URETER 


Lee-Brown, R. K., and Laidley, J. W. S.: Pyelove- 
nous Backflow. J. Am. M. Ass., 1927, lxxxix, 2094. 


This article is an attempt to correlate the work on 
pyelovenous backflow that has been done up to the 
present time. A short summary of the literature is 
presented together with some original observations 
made by the authors. 

The first part of the article gives a brief exposition 
of the evidence produced by different investigators 
either in favor of, or against, the occurrence of 
pyelovenous backflow and contains tables showing 
the authors’ findings in seventy-five specimens. 

In the second part of the article the authors 
attempt to explain the mechanism by which the 
phenomenon is produced, assuming that its occur- 
rence has been proved beyond reasonable doubt. 

Joun G. CuHEETHAM, M.D. 


Belcher, G. W.: Renal Distortion: Its Relation to 
Nephralgia. J. Am. M. Ass., 1927, Ixxxix, 2166. 


While distortion of the kidney usually does not 
cause pain, in some cases nephralgia results from the 
encroachment of neighboring viscera or from post- 
operative cicatrization and arteriosclerosis. 

When the pain of which the patient complains can 
be produced by distention of the pelvis of the kidney 
on the same side and the pyelogram shows distortion 
of that kidney whereas the pyelogram of the other 
kidney is normal, the cause of the pain is probably 
intrarenal. However, if there has been a previous 
nephrotomy or nephropexy, this fact must be con- 
sidered in the interpretation of the pyelograms. 

If other diseases or disturbing conditions are asso- 
ciated with renal distortion, they should be treated 
before surgical operation is undertaken for the relief 
of the pain. The patient should be kept under ob- 
servation for a considerable period, and all other 
measures, such as the use of abdominal supports, 
should be tried first. 

If an operation is performed, decapsulation and 
section of the nerves of the renal pedicle should be 
done if the function of the kidney is not far from 
normal. If there is marked atrophy and the symp- 
toms are severe, nephrectomy with removal of the 
capsule is indicated. C. Travers Stepita, M.D. 


Gottlieb, J. G.: Crossed Renal Dystopia (Dystopie 
rénale croisée). J. d’urol. méd. et chir., 1927, xxiv, 
139. 

Crossed renal dystopia is a congenital anomaly in 
which both kidneys are on one side, but the ureters 
open into the bladder at the normal sites. One of 
the ureters runs across the spinal column to the 
opposite side. In a left crossed renal dystopia the 


left kidney is displaced to the right side. As the two 
kidneys are close together on the same side during 
embryonic life, they may become more or less 
fused. The condition is therefore sometimes called 
“unilateral fused kidney.” 

One hundred and six cases of crossed renal dys- 
topia have been reported in the literature. To 
these, the author adds a case seen by Krejselburg 
and a case of his own. In thirty-one cases the 
condition caused symptoms, but in only fourteen 
was the diagnosis made before operation. These 
fourteen cases, which include the author’s case, are 
reported in detail. 

Before laparotomy became general, the diagnosis 
was always made at autopsy. In fourteen cases 
operated upon before the introduction of the 
roentgen ray, there were four deaths . Of the four- 
teen cases diagnosed correctly before operation by 
means of the roentgen ray, nine were operated upon 
without a death. In all but two of these the con- 
dition caused symptoms. 

The secondary changes are generally due to de- 
fective drainage of urine which leads to hydro- 
nephrosis, pyonephrosis, or the formation of calculi. 
The diagnosis can be made by roentgen examination 
following the introduction of opaque sounds into 
the ureters. To determine secondary changes in 
the kidney, pyelography and pyeloscopy are nec- 
essary. If the dystopia is not causing symptoms, 
it does not require treatment. If it does cause symp- 
toms, the indications are the same as those in simple 
dystocia. The less fusion there is between the two 
kidneys the simpler the operative technique. 

Aubrey G. Morcan, M.D. 


Antonucci, C., and Cassuto, A.: Cases of Reno- 
Ureteral Anomalies (De quelques cas d’anomalies 
J.@urol, méd. et chir., 1927, xxiv, 
I10. 


Six cases of anomalies of the kidneys and ureters 
are reported. The first case was that of an eighteen- 
year-old girl with symptoms of cystitis. Roentgen 
examination showed partial duplication of the ureter 
with two openings into a single kidney. 

The second case was that of a man twenty-eight 
years of age who had suffered since childhood from 
dysuria. Roentgen examination showed two pelves 
at a considerable distance from each other, the upper 
one apparently in a much worse condition than the 
lower one. The uretérs were tortuous and dilated. 
As the left kidney was apparently not functioning at 
all, operation could not be performed, but lavage of 
the right pelvis was followed by improvement. The 
organ was not a solitary kidney but a supernumerary 
kidney, as the two parenchymas functioned inde- 
pendently of each other. 
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The third case was one of single tuberculous kid- 
ney with double pelves and ureters in a woman 
twenty-two years of age. 

The fourth case was that of a young woman with 
cystitis complicating pregnancy. Roentgen exami- 
nation showed a supernumerary left ureter. 

In the fifth and sixth cases there was a double left 
ureter. 

In conclusion the authors state that the inflam- 
mation, uronephrosis, and pyonephrosis which are 
apt to result from such anomalies may be prevented 
by proper treatment. | Auprey G. Morcan, M.D. 


Corbus, B. C.: Pyelonephritis and Its Relation to 
Non-Gonorrheeal Urethritis. J. Am. M. Ass., 
1927, Ixxxix, 2162. 

Eisendrath, D. N.: The Inlying Ureteral Catheter 
in the Treatment of Pyelonephritis and Other 
Renal Conditions. J. Am. M. Ass., 1927, 1xxxix, 
2170. 

Corsus states that non-gonorrhceal urethritis of 
bacterial origin is often the result of infection car- 
ried from within outward rather than from without 
inward, and that pyelonephritis due to focal infec- 
tion with poor kidney drainage is often the cause of 
persistent non-gonorrhoeal urethritis. The treat- 
ment should include the removal of focal infection 
and the establishment of adequate kidney drainage. 

EISENDRATH advocates the use of an inlying ure- 
teral catheter for a period of days or weeks in the 
treatment of acute and chronic pyelonephritis, 
anuria of the obstructive type, severe colicky pain 
due to renal or ureteral calculi or kinking of the 
ureter in “dropped” kidney; for side-tracking of the 
urine following operation for vesicovaginal fistula; 
and for the “splinting” of ureteral injuries incident 
to hysterectomy. A small catheter is best as it per- 
mits drainage alongside, as well as through, its lumen. 
Lavage of the renal pelvis can be done as a daily 
supplementary measure, but is of little additional 
advantage. If there is a tendency for the catheter 
to be expelled when the bladder becomes filled and is 
evacuated spontaneously, the use of a urethral in- 
lying or retention catheter will provide constant 
drainage of the urine accumulating in the bladder. 

Persistence of the fever of pyelonephritis in spite of 
an inlying catheter suggests extension of the infec- 
tion to the perirenal tissue or such a severe degree of 

renchymal involvement as to make operative 

intervention advisable. C. Travers STepita, M.D. 


Hubleur, M.: The Indigocarmine Test as a Method 
of Diagnosing Renal Tuberculosis (L’épreuve de 
l’indigo-carmin comme moyen de diagnostic de la 
tuberculose rénale). J. d’urol. méd. et chir., 1927, 
XXIV, 252. 

Under normal conditions, indigocarmine injected 
intramuscularly appears in the urine in from six to 
ten minutes. If the function of the kidneys is im- 
paired, its elimination is delayed and the coloring of 
the urine is less intense. In the usual procedure, an 
injection of 4 c.cm. of a 4 per cent solution of the 


dye is made in the upper external surface of the but- 
tock. A normal indigocarmine test does not neces- 
sarily prove that the kidney is intact anatomically, 
but shows that it is functioning sufficiently well to 
keep excretion at the normal level. 

Wildbolz divides renal tuberculosis into the fol- 
lowing three stages: (1) beginning tuberculosis, (2) 
the stage in which there is considerable caseation of 
the kidney tissue, and (3) the stage in which the 
parenchyma is almost entirely destroyed. The 
author reports a case in each stage, giving the results 
of the indigocarmine test. He never found normal 
elimination of indigocarmine by a kidney that was 
incapable of performing its normal function, and has 
never found poor elimination by an intact kidney. 
Even beginning tuberculosis always causes some 
delay in the elimination of the dye. 

The test is particularly important in early cases. 
In these, the elimination of the dye is generally 
retarded for from two to five minutes. As a rule 
there is a certain parallelism between the severity of 
the lesion and the retardation, but in some of the 
early cases studied by the author the elimination was 
greatly retarded. The reverse phenomenon of little 
retardation in advanced cases has never been seen. 
It appears that in early cases-with great retardation 
the bacilli are particularly toxic, but the author has 
never noted marked signs of nephritis in such cases. 

The indigocarmine test can be used also in kidney 
diseases other than tuberculosis. It is quick and 
simple and sometimes renders more painful examina- 
tions unnecessary. Auprey G. Morcan, M.D. 


Serés e Ibarz, M.: A Review of Eighty-Five Ne- 
phrectomies for Renal Tuberculosis (Enseianza 
de mis 85 nefrectomfas por tuberculosis renal). 
Clin. y lab., 1927, xiii, 353. 

The author emphasizes the importance of an early 
diagnosis of renal tuberculosis and discusses the data 
that should be obtained before nephrectomy is 
advised. 

He states that any tuberculous focus in a kidney 
tends toward propagation until all of the renal sub- 
stance is destroyed. The symptoms referable to 
cystitis associated with the renal tuberculosis often 
subside. The silent periods may be of considerable 
length, but the vesical pain usually recurs. Blocking 
of the ureter with destruction of renal substance 
often suggests a clinical recovery. Occlusion may 
result from the lodgment of a calcareous mass, com- 
plete caseation, or the formation and contraction of 
fibrous tissue. The most complete exclusion results 
from fibrous tissue formation. 

Periods of clinical improvement in renal tubercu- 
losis usually mean a pseudocure from total exclusion 
of the kidney, true autonephrectomy, or the exclu- 
sion of a tuberculous lesion within the kidney. 

The earliest symptoms of renal tuberculosis are 
increased frequency of micturition, especially at 
night; pain and tenesmus at the end of micturition; 
pain radiating down the penis to the urinary meatus; 
and pyuria. 
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These symptoms, especially when associated with 
a history of tuberculosis elsewhere in the body, are 
sufficient to suggest renal tuberculosis. Palpation 
often reveals tenderness in the region of the kidneys. 
Albuminuria is almost always present and the urine 
is usually highly acid. 

On cystoscopic examination the bladder may show 
tuberculous granulations, tuberculous ulcers, or 
zones of increased vascularization. The same lesions 
may be seen at the ureteral orifices. The ureters 
should be catheterized and separate specimens of 
urine should be collected. A differential renal func- 
tion test should then be made when possible. When 
this cannot be done because of the patient’s intoler- 
ance to cystoscopic manipulative procedures, the 
condition of renal function must be determined from 
Ambard’s constant. R. MEEKER, M.D. 


Gottlieb, J.: The Early Diagnosis of Renal Tumors 
(Sur le diagnostic précoce des tumeurs rénales). J. 
d’urol. méd. et chir., 1927, Xxiv, 224. 

Since the introduction of the roentgen examina- 
tion, great progress has been made in early diagnosis 
of renal tumors. The author employs pneumokidney 
- in combination with pyelography, and uses pyelos- 
copy and nephroscopy as auxiliary methods. He has 
been unable to find any mention of pyeloscopy and 
nephroscopy in the literature, but with their aid he 
has correctly diagnosed all cases he has seen in re- 
cent years. He reports eight cases treated in the last 
three years. 

He states that if the tumor begins in the paren- 
chyma and is still small, no change in either the form 
of the pelvis or the outline of the kidney may be 
visible in examinations with pneumokidney. If the 
tumor grows toward the periphery, there may be no 
change in the pelvis, but pneumokidney will reveal a 
wavy and asymmetrical renal outline showing that 
one or more nodules of the new growth have reached 
the surface. The picture may be even clear enough 
to reveal the exact site of the tumor. If the neo- 
plasm grows toward the pelvis, it may displace the 
pelvis as a whole or only some of the calyces, com- 
pressing them so as to give them curious shapes. If 
it has invaded the pelvis, the pyelogram will show 
partial or complete lack of filling of one or more of 
the calyces or of the entire pelvis. If the tumor has 
grown in different directions, both the outline of the 
kidney and the picture of the pelvis will be changed 
so that a combination of pneumokidney with pye- 
lography gives a very clear picture of the anatomical 
relationships. If the tumor is large enough to be 
palpable, pneumokidney is generally not necessary 
as the pyelogram will show whether it is a renal 
tumor. 

By means of nephroscopy and pyeloscopy, the 
dynamics of the kidney can be studied—the mobility 
of the organ when the patient changes from a lying 
to a sitting position, when he breathes, and when the 
tumor is palpated. These methods in combination 
with the layer of oxygen around the kidney show the 
relations between the kidney and the neighboring 


tissues and organs which are of importance in deter- 
mining the indications for operation. 

In some of the author’s eight cases of renal tumor 
there was neither a palpable enlargement nor 
hematuria. Aubrey G. Morcan, M.D. 


Dozsa, E.: Further Contributions on Villous Tu- 
mors of the Renal Pelvis and the Ureter (Wei- 
tere Beitraege zur Kenntnis der Zottengeschwulste 
des Nierenbeckens und Ureters). Zéschr. f. urol. 
Chir., 1927, cc, 81. 


Of sixty-eight renal tumors operated upon in the 
clinic of Illyes, six had their origin in the pelvis of the 
kidney or the ureter. Five were villous tumors. The 
etiology of these neoplasms is not yet clear. Calculi 
and villous polyps are so rarely associated that there 
is probably no relationship between them. Multi- 
plicity of the tumors, which is found in about half of 
the cases, is variously explained. The question as to 
whether the neoplasms are of multiple origin or are 
implantations is for the present unsettled. 

In spite of the progress made in the past few years, 
the clinical recognition of these tumors is still diffi- 
cult. With the exception of cases in which cysto- 
scopic examination reveals a papilloma hanging into 
the bladder from the lumen of the ureter or villi are 
found in the urine, a positive diagnosis before opera- 
tion is rare. Occasionally, however, the presence of 
such tumors can be demonstrated, as in one of the 
author’s cases by pyelography. Even operative ex- 
posure of the kidney is not always sufficient. 

The author agrees with those who regard these 
tumors as malignant. The histological picture is of 
only relative significance in this respect since even 
though it appears benign the papilloma constitutes 
a precancerous condition. Therefore conservative 
therapeutic methods cannot be considered. Theo- 
retically, anephro-ureterectomy is indicated in all 
cases, but this operation is performed relatively sel- 
dom because: (1) the exact diagnosis is not always 
made before the operation, and (2) the operation 
appears to be too formidable for an exsanguinated 
patient. Both of these objections would be over- 
come by a two-stage procedure, but patients often 
refuse to permit a second intervention and the sur- 
geon frequently does not advise it because of the 
hope that a recurrence will not develop. 

The best method of performing total nephro- 
ureterectomy is that of Marion, in which the opera- 
tion is begun with high section, the vesical end of the 
ureter is freed from below upward as high as possible, 
and the operation is terminated in the lumbar region. 

GRAUHAN (Z). 


BLADDER, URETHRA, AND PENIS 


Marion and Chevassu: Another Case of ‘‘Congen- 
ital Hypertrophy of the Neck of the Bladder’’ 
(Un nouveau cas ‘‘d’hypertrophie congénitale du col 
vesical’”’). J. d’urol. méd. et chir., 1927, xxiv, 161. 


The condition under discussion was described 
before a recent meeting of the French Urological 
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Society. The new case reported by the authors was 
that of a man fifty-five years of age who stated that 
for about twenty-five years he had been able to 
urinate only slowly. The number of micturitions 
during the day was normal. As a rule, urination was 
not necessary at night, but in July, 1912, as the 
result of a cold, the patient was obliged to urinate 
one night fifteen or sixteen times. Thereafter he 
noted nothing abnormal for three years except that 
he sometimes found it necessary to make an effort 
to urinate. 

In 1915, he developed hemorrhoids and was then 
obliged to urinate during the night several times. 
Examination revealed congestion of the anus and 
prostate. Subsequently there seemed to be a rela- 
tion between the condition of the hemorrhoids and 
the difficulty in urination. 

At first, an effort was necessary at the beginning 
of urination, but in the period from 1920 to 1924 
the condition grew worse and the effort on micturi- 
tion was so great that some feces was generally 
passed at the same time. In February, 1927, the 
patient had an attack of intense pain which he 
thought was kidney colic. Chevassu gave treatment 
for bladder spasm. Roentgen examination did not 
show any calculus, and cystography failed to reveal 
a ureteral reflux or diverticulum. 

Cystography was followed by an attack of intense 
spasm of the sphincter. The only nervous symptom 
was exaggeration of the patellar reflex. Marion 
interpreted the symptoms as those of congenital 
hypertrophy of the neck of the bladder. Chevassu 
then made another thorough examination to see if 
some cause for the spasm could be found in the 
urethra, but nothing was discovered. Following 
extirpation of the hypertrophied neck of the blad- 
der the patient was able to urinate normally within 
twenty-five days. Auprey G. Morcan, M.D. 


.» G., and Brown, R. K. L.: The Surgery of 
Epithelial Bladder Tumors. Med. J. Australia, 
1927, Supp. 11, P. 337- 

The authors discuss epithelial tumors of the 
bladder from the standpoint of the results of early 
treatment, the relative degrees of malignancy of the 
neoplasms, and the results of treatment by surgery, 
diathermy, and X-ray and radium irradiation. 

Up to the beginning of the present century, the 
results of the surgical treatment of epithelial tumors 
of the bladder were poor. Relief could be given only 
by the administration of opiates. Gradually the 
prognosis became improved by the use of the 
cystoscope and fulguration. Beer, of New York, was 
the first to treat these tumors under visual control 
by means of heat generated by the high-frequency 
current and conveyed to the neoplasm by an in- 
sulated flexible wire passed through the operating 
cystoscope. 

The cause of these neoplasms is not known, but 
their incidence is high among workers in the ani- 
line dye factories of Germany, and four times as 
high in men as in women. They occur most frequent- 
ly between the ages of twenty and sixty years. 

The diagnosis rests largely on the cystoscopic 
findings. A very constant sign is hematuria. 

A successful result from treatment depends largely 
on repeated follow-up examinations and re-treat- 
ment of such small recurrences as may be found until 
complete eradication of the disease has been at- 
tained. When the tumor is small and of the papil- 
lomatous type, the treatment may be carried out 
through the operating cystoscope unless the growth 
is situated around the vesical neck. The larger 
growths demand open operation with destruction of 
the tumor by powerful diathermic currents. Some of 
the larger sessile tumors are very difficult to treat 
even by excision. CravupveE D. Hotes, M.D. 
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SURGERY OF THE BONES, JOINTS, MUSCLES, TENDONS 


CONDITIONS OF THE BONES, JOINTS, 
MUSCLES, TENDONS, ETC. 


Albee, F. H.: Myofascitis: A Pathological Explana- 
tion of Many Apparently Dissimilar Condi- 
tions. Am. J. Surg., 1927, iii, 523. 


Myofascitis is defined by the author as a local 
manifestation of a toxic condition of the blood with 
inflammation and symptoms at the fascial insertions 
in bones. When the fascial insertions are placed 
under traction, the symptoms are greatly increased. 
In about go per cent of the cases the toxins are ab- 
sorbed from the colon. The condition may be 
manifested by lumbago, sacro-iliac lesions, sciatica, 
tennis elbow, or pain in the feet. 

The treatment consists in the removal of foci of 
infection, lavage of the colon, and a low-residue diet. 

ELVEN J. BERKHEISER, M.D. 


Kanavel, A. B.: The Dynamics of the Functions of 
the Hand, with Considerations as to Methods 
of Obtaining the Position of Function by 
Splints. Med. J. Australia, 1927, ii, 598. 


In this paper, which was one of a series of post- 
graduate lectures delivered at Melbourne, Aus- 
tralia, Kanavel emphasizes the importance, in the 
treatment of lesions of the hand, of a knowledge of 
the function as well as the anatomy of the hand. 

The primary actions of the hand are flexion, 
extension, abduction, and adduction of the fingers, 
apposition of the thumb to the fingers, and rotation 
of the hand. The actions of the wrist are supple- 
mentary to those of the hand. Loss of any of these 
actions leads to impairment of function. 

Flexion of the fingers is carried out by the flexor 
tendons assisted by the lumbricals, and is most 
effective when the wrist is dorsiflexed. In dorsi- 
flexion of the wrist, passive tension of the flexors 
is increased, the tension of the extensor muscles is 
relaxed, and the proximal phalanges are held par- 
tially flexed. Flexion of the proximal phalanges is 
due to the lumbrical muscles, and in dorsiflexion 
of the wrist the power of the lumbrical muscles is 
at its maximum. 

Adduction and abduction of the fingers are car- 
ried out by the interosseous muscles aided by the 
extensors and flexors. In order to preserve this 
action, it is well, during treatment of the hand, to 
keep the fingers slightly separated from each other 
about midway between abduction and adduction. 

Flexion of the thumb is maximal when the thumb 
is abducted. Apposition of the thumb to the fingers 
is one of the most important actions of the hand. 
While it may be taken over to a certain extent by 
the flexors and adductor of the thumb, it is by no 
means perfect under such circumstances. During 


treatment, the thumb must be kept not only ab- 
ducted but also rotated so that its volar surface faces 
the volar surface of the finger tips. 

The position of function of the hand is dorsi- 
flexion of the wrist, flexion of the fingers to 45 de- 
grees, slight separation of the fingers, and abduc- 
tion and rotation of the thumb to bring it in a posi- 
tion of apposition. If the hand is maintained in 
this position during treatment, minimal movement 
will suffice to give function when there is a con- 
siderable loss of movement from nerve lesions or 
fibrosis. Moreover, with the hand in this position 
it will be easier to apply splints and apparatus to 
break adhesions and obtain function. 

During the acute stage of a lesion of the hand, 
splints may be used to maintain the hand in the 
position of function. Later they may be used to 
bring the hand into the position of function if this 
was not done during the treatment, or to break up 
adhesions. It is essential first to get the hand into 
the proper position. When this has been accom- 
plished, various attachments may be added to the 
splints to produce flexion, extension, abduction, or 
rotation. 

The splints used by Kanavel are made of 3 mm. 
of hard aluminum and are covered with piano felt. 
They are fixed to the hand by straps and buckles. 
Rather than havea manufacturer make these splints, 
Kanavel prefers to make them himself in order to 
adapt them exactly to the requirements of each case. 

The splint to produce dorsiflexion of the wrist is 
an aluminum plate made to fit the volar surface of 
the forearm and cut out at the lateral side of the 
wrist and under the thenar eminence to allow ab- 
duction and rotation of the thumb. At the wrist, 
this splint is cocked up to raise the palm. From the 
lateral side of the palmar plate a rolled aluminum 
tube projects outward to rest between the thumb 
and the palm and hold the thumb in abduction. 
The angle at the wrist is increased daily as dorsi- 
flexion progresses. Abduction and rotation of the 
thumb are produced by means of an elastic band 
fastened through a slot on the ulnar side of the 
splint and slipped around the proximal phalanx of 
the thumb. During the treatment for the acute 
stage of the lesion, the splint may be worn with or 
without the thumb attachment. 

To correct extension deformity of the fingers, a 
U-shaped bar is attached to the undersurface of 
this splint. Leather loops are fitted to the fingers 
and a gentle pull is maintained by means of springs, 
straps, and buckles. The U-bar is moved forward 
or backward, depending upon the angle of pull 
necessary to correct the deformity. In the begin- 
ning of treatment for severe extension deformity, 
the author occasionally employs the method of 
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Dickson, in which a plaster cast is applied to the 
forearm and hand, and the fingers are gradually 
flexed by means of pads of piano felt forced between 
the splint and fingers. 

When there is flexion deformity of the fingers of 
moderate degree and the proximal phalanx is 
flexed, a dorsal splint may be used. This splint fits 
the dorsum of the forearm and hand, and is dorsi- 
flexed at the wrist. To the back, on the dorsum of 
the hand, are riveted arms of aluminum which pro- 
ject over the fingers and are slightly separated from 
each other. The fingers are pulled toward these 
arms by means of springs or elastic bands. If the 
proximal phalanx is extended and the middle and 
distal phalanges are flexed, the dorsal arms are con- 
tinued out for some distance beyond the ends of 
the fingers and bent forward so that the pull of the 
tension will be in line with the forearm. There 
must be no dorsal pull. 

The thumb is usually drawn into position by 
means of springs or elastic bands attached to an 
accessory arm which is riveted to either the volar 
or the dorsal splint. 

Too great tension must be avoided. The desid- 
eratum is moderate tension over a long period of 
time. As the trophic condition of the hand is 
usually poor, care must be taken to prevent pres- 
sure necrosis. The patient should know the ration- 
ale of the treatment and should be taught how to 
take the splint off and put it on. The splints are 
worn for from one to three months. In some cases 
they may ultimately be worn only at night. 

Micuaet L. Mason, M.D. 


Lusskin, H., and Sonnenschein, H.: Low Back 
Sprain: The Sacro-Iliac Syndrome. Am. J. 
Surg., 1927, iii, 534. 

The authors report that a study of cases in which 
fractures of the pelvis had caused death showed no 
evidence that the upper portion of the sacrum had 
moved forward on the sacro-iliac joint. In some 
cases, however, the iliac part of the gluteus maximus 
and hamstrings may pull the lower part of the sa- 
crum forward, shearing the joint surfaces. This 
results in injury to the cartilage and a true traumatic 
synovitis or arthritis. 

In acute cases of such injuries, the treatment 
should consist in rest of the part obtained by the 
application of adhesive strapping or a plaster-of- 
Paris cast. In chronic cases with spasm of the ham- 
strings, the hamstrings should be stretched and the 
patient then turned over and sudden direct pressure 
applied over the upper part of the sacrum. For 
these procedures anesthesia is required. A plaster 
spica should then be applied for three months. In 
cases of recurrence, operative fixation must be 
considered. ELVEN J. BERKHEISER, M.D. 


Zadek, I., and Jaffe, H. L.: Cysts of the Semilunar 
Cartilages of the Knee. Arch. Surg., 1927, xv, 677. 


Cysts of the semilunar cartilages of the knee were 
formerly believed to be ganglia resulting from soften- 


ing and colloid degeneration of tendinous or perios- 
teal tissues about the knee produced by disturbances 
of nutrition following trauma. Phemister favors 
this theory, but does not believe that the cysts are 
primarily of vascular origin or invariably associated 
with trauma. He and previous investigators failed 
to find endothelium lining the cysts, but Zadek and 
Jaffe attribute their failure to the fact that they 
examined only large cystic areas which are not 
altogether typical. Ollerenshaw was the first to 
find flattened endothelium, similar to synovial 
membrane endothelium, and to suggest the develop- 
mental origin of the cysts. He believed that the 
cysts are the result of small endothelial nests in- 
cluded in the fibrocartilage during its development 
which began to secrete and hecame distended 
following trauma. 

From a careful histological study of the smaller 
cysts, Zadek and Jaffe conclude that such cysts are 
of congenital origin. They base this conclusion on: 
(1) the multiplicity of the cysts, (2) the occurrence 
of papillary synovial inclusions without cyst forma- 
tion; and (3) the absence of recent or old hemor- 
rhage within the cysts. 

They state that there is no evidence to support 
the view that.the cysts are formed after tearing of 
the meniscus followed by invasion of the synovial 
membrane. The theory that the cysts are ganglia 
or are due to the degeneration of tissues beneath 
the cartilage and the joint capsule is refuted by the’ 
presence of an endothelial lining in the cysts of small 
or medium size. 

The authors report the case of a young man who 
developed a cyst of the internal meniscus several 
weeks after he wrenched the knee. 

Antuony F. Sava, M.D. 


SURGERY OF THE BONES, JOINTS, 
MUSCLES, TENDONS, ETC. 


Bristow, W. R.: Arthrodesis. Proc. Roy. Soc. Med., 


Lond., 1927, xxi, I11.° 


Bristow suggests that arthrodesis be considered 
for cases of tuberculosis of the knee in children in 
which the bone is affected. 

For old tuberculosis of the hip with deformity and 
fibrous ankylosis, he prefers arthrodesis to osteotomy 
because the deformity is apt to recur after osteot- 
omy. In the hip, the intra-articular method is liable 
to fail. Bristow therefore uses the procedure de- 
vised by Hibbs, in which the anterior two-thirds of 
the trochanter is transplanted with about 2 in. of the 
cortical bone of the shaft of the femur. This bone 
graft is pedunculated and left with the upper part of 
the trochanter attached by periosteum. The free 
end—that taken from the femoral shaft—is laid 
along the superior surface of the neck of the femur 
which has been bared for its reception and is firmly 
wedged into a groove cut in the ilium above the 
acetabular rim. 

Bristow emphasizes the value of arthrodesis also 
in the treatment of joint pain following fracture. For 
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old malunited fractures of the ankle with evidence of 
traumatic or mechanical arthritis he regards arth- 
rodesis as the procedure of choice. 

For spinal fusion, hé recommends the operation 
devised by Hibbs. S. C. WoLDENBERG, M.D. 


Ingebrigtsen, R.: The Treatment of Septic Infec- 
tion of the Knee (Ueber die Behandlung des 
Pyarthros genus). Acta chirurg. Scand., 1927, 1xii, 


In exceptional cases of septic infection of the knee, 
repeated punctures may bring about a cure, but even 
in cases without complications, arthrotomy is prob- 
ably the correct method of treatment. 

In seven cases of septic infection without fracture 
of the bone ends, active movements were carried out 
according to the Willems method. The result was 
full mobility of the joint in five cases and only slight 
restriction of mobility in two cases. No other meth- 
od drained the joint so completely as the active 
movements. 

Active movement of a draining septic knee is not 
painful, but movement of a joint with an abscess in 
the capsule is associated with pain. 

The movements must be active. Only active 
movements are able to empty the knee joint com- 
pletely. During such movements, the temperature 
falls rapidly and the general condition remains good. 

In cases of abscess of the capsule, periarticular 
abscesses can scarcely be avoided, but after they are 
opened and drained they do not constitute a contra- 
indication to continued movements. 

The treatment requires very close attention on 
the part of the surgeon and great patience and en- 
durance on the part of the nursing staff. It can be 
used in the cases of adults as well as in those of 
children. 

For septic infection complicated by fracture of the 
joint, active movements cannot be recommended. 
In three such cases treated by the author, resection 
was carried out with a satisfactory result. 


Laewen, A.: The Operative Treatment of Severe 
Suppurations of the Knee (Zur _ operativen 
Behandlung schwerer Kniegelenkseiterungen). Deut- 
sche Ztschr. f. Chir., 1927, cc, 516. 


The author reviews twenty cases of severe sup- 
puration of the knee operated upon in the Marburg 
Clinic, reporting the indications for the operative 
methods used, the after-treatment, and the im- 
mediate and late results. 

To obtain drainage of the posterior cavity of the 
knee, Laewen makes a deep lateral incision on each 
side, chisels off the posteriorly sloping, cartilage- 
covered portion of the femoral condyles up to the 
intercondyloid fossa, and removes both menisci with 
a tenotome. The crucial ligaments then remain as 
a median dividing septum which holds the tibia 
tightly to the femur. As the anterior parts of the 
joint and the prepatellar bursa are also widely 
opened on both sides close to the patella, the reten- 
tion of exudate is no longer possible. The joint then 


presents a widely open tissue space which is easily 
drained and packed. It is necessary to make the 
lateral incisions deep enough so that there will 
be no depression in the soft parts behind the joint 
in which pus can accumulate. Great care must be 
taken not to injure the posterior capsule of the 
joint in the operation. 

In the twenty cases reviewed, aspiration and irriga- 
tion or bilateral anterior arthrotomy had been done 
without result or the process was so severe that 
there was little prospect of a successful outcome 
from these more conservative procedures alone. 
Fourteen of the twenty cases were cured. In five, 
a thigh amputation was necessary later. One pa- 
tient died of pneumonia seven weeks after the chis- 
eling off of the condyles. Another succumbed three 
weeks after amputation of the thigh from a strepto- 
coccus septicemia which developed from an abscess. 

Horizontal chiseling off of the femoral condyles 
should be restricted to cases in which puncture, ir- 
rigation, or anterior opening of the joint have been 
unsuccessful or, because of periarticular perforation 
with phlegmon or general sepsis, a cure cannot be 
expected from conservative treatment. With in- 
creasing experience, the author has given primary 
resection of the condyles an increasingly wider ap- 
plication. This operation was performed as the 
primary procedure in eleven of the cases reviewed. 
In nine, the knee joint was first opened by two 
lateral incisions. Following the operation, complete 
ankylosis of the knee is to be expected. 

In the after-care it is essential to fix the joint in 
the position in which ankylosis is to occur, that is, 
in extension with slight flexion. In the cases re- 
viewed, this position was obtained by means of 
a plaster bandage, plaster re-enforced with metal 
bands, wire, extension apparatus, T-splint, Brown’s 
splint, or a splint devised in the Marburg Clinic. 
In no case was one form of splint sufficient. 

Of fourteen patients with bony ankylosis, ten 
could be traced. The results in these ten demon- 
strated that, in adults, only slight shortening will 
occur if the knee becomes ankylosed in more or less 
extension. The operation removes no bone in the 
long axis of the leg. However, slight degrees of 
shortening may result from deviations in the axis 
of the lower leg in the form of genu valgum or 
varum or slight subluxation of the knee joint. 

The author reports also three cases of resection 
of the anterior condyles for severe suppurative ar- 
thritis of the knee in children. The importance of 
possible injury to the epiphyseal line of the femur 
is often outweighed by the seriousness of the dis- 
ease. If the leg can be saved, there is a marked 
tendency toward contracture in a position of flex- 
ion. The frequently observed subluxation of the 
tibia is due to injury to the crucial ligaments. Hori- 
zontal condyle resection does not damage the epi- 
physes. 

In conclusion the author states that deep lateral 
incisions and horizontal chiseling off of the condyles 
can be used successfully also in severe synovial 
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tuberculosis with mixed infection of the knee joint. 

The results of this technique are apt to be particu- 

larly good in such cases when the patient is young. 
Duscut (Z). 


Pouzet, F.: Operation in Tibiotarsal Tuberculosis 
of Infants: The Late Results (L’opération dans 
la tuberculose tibiotarsienne de l’enfant; ses résul- 
tats éloignés). Rev. d’orthop., 1927, XXxXiv, 377. 


The author reviews thirty-nine cases of tibiotarsal 
tuberculosis which were treated by open operation 
in the clinic of Nové-Josserand. In twenty-five 
cases the operation was performed late, after more 
or less prolonged conservative treatment. The four- 
teen early operations were done in cases in which 
there had been no immobilization or immobilization 
for three months had been of no avail and the lesion 
was of relatively recent development. In eighteen 
of the twenty-five late cases, the operation was per- 
formed because of aggravation of the lesions with 
extension to the subastragalar region and calcaneum, 
manifested by clinical signs, the roentgenogram, or 
the lack of improvement after prolonged immobiliza- 
tion. In seven cases the indication was early recur- 
rence, usually following a relatively slight primary 
accident. 

in the fourteen early cases, operation was per- 
formed because of the severity of the local lesion in 
twelve cases, acute symptoms in one case, and the 
importance of the lesions revealed by the roentgeno- 
gram in one case. 

A review of the history of the treatment of tibio- 
tarsal tuberculosis on Nové-Josserand’s service 
shows that, in the period from 1896 to 1903, opera- 
tion was performed in more than 50 per cent of the 
cases and astragalectomy was done in about 60 per 
cent of the operations. In the period from 1903 to 
1922, operative treatment was given in only 37 per 
cent of the cases and only 30 per cent of the opera- 
tions were astragalectomies. This change was due 
to the efficacy of conservative treatment. 

Nové-Josserand removes not only the caseous 
bone, but also any tissue that appears at all doubt- 
ful. In the technique used by him, the peroneals 
are sectioned for wide exposure of the subastragaloid 
and astragaloscaphoid area, as for double arthro- 
desis. After section of the ligament, the foot is 
luxated inward. The astragalus is then raised with 
a bistoury and the calcaneum, scaphoid, and cuboid 
are examined. When these bones are diseased or of 
doubtful appearance, they are extensively hollowed 
out, only a shell being left. Resection is done only 
when a particularly severe lesion extends beyond 
the limits of the bone. The establishment of ade- 
quate drainage is regarded as of the greatest im- 
portance. 

After the operation the foot is put up in a circular 
plaster-of-Paris cast in the position necessary to 
make the mortise abut against the scaphoid. The 
cast is left on for one month or, if there is no sup- 
puration, for two months. At the end of that time 
the drains are gradually removed. When the foot 


has become sufficiently solid, it is given a daily an- 
tiseptic bath if suppuration has occurred. 

In the cases reviewed, the astragalus was involved 
in thirty-nine, the tibia in twenty, the calcaneum 
in twenty-five, the scaphoid in two, and the cuboid 
in two. 

Changes in the calcaneum were found in eight of 
the early cases and seventeen of the late cases, and 
lesions of the tibia in eight of the early cases and 
fourteen of the late cases. 

The length of time necessary for complete healing 
of the fistula and the resumption of weight bearing 
averaged eleven months after astragalectomy and 
thirteen months after tarsection. In favorable cases 
this was sometimes reduced to six or eight months. 

The previous existence of an abscess or even of a 
fistula did not greatly modify the rapidity of con- 
valescence after astragalectomy but prolonged it to 
an average of twenty months after tarsectomy. De- 
lay of recovery seemed often to be due to the per- 
sistence of foci unrecognized at the time of opera- 
tion. In four cases, supplementary operations were 
necessitated by lesions of the tibia, calcaneum, or 
scaphoid that were not recognized at the time of 
_ first operation, whether it was performed early 
or late. 

Age has an influence on the duration of the treat- 
ment. Children under ten years of age healed more 
quickly than older subjects. 

Of the thirty-nine cases, a cure was obtained in 
twenty-eight (73 per cent) and will probably be ob- 
tained also in one case that has been treated com- 
paratively recently. Nine of the patients died, some 
of them within five months and the others after 
from ten to twenty-four months, from cachexia or 
associated lesions. This mortality of 23 per cent is 
high, but is to be attributed more to the severity of 
the condition than to the operation itself. In the 
fourteen cases which were operated upon early be- 
cause the severity of the lesion indicated that a 
cure by immobilization would be impossible, there 
were seven deaths—two in six cases treated by as- 
tragalectomy and five in eight cases treated by tar- 
sectomy—whereas in the twenty-five cases operated 
upon late there were only two deaths—one in eight 
cases treated by astragalectomy and one in seven- 
teen cases treated by tarsectomy. Therefore the 
mortality was 50 per cent in the first group, but 
only 8 per cent in the second. In a previous series 
of cases treated by immobilization alone, the mor- 
tality was 4.5 per cent. 

In four of the twenty-eight surgically treated 
cases in which a cure was obtained, there was a 
slight late complication in the form of a small ab- 
scess which produced a fistula and disappeared fol- 
lowing the extension of a sequestrum either spon- 
taneously or by curettage. In the four cases this 
complication developed one and a half, ten, eleven, 
and fourteen years respectively after the operative 
cure, but in no instance did it have serious conse- 
quences. The incidence of such late complications 
is slightly higher (14 per cent) in cases treated by 
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operation than in those treated by immobilization 
(6 per cent). 

The author concludes that even in the most favor- 
able cases operation does not yield as perfect results 
as immobilization. In a previous article, he reported 
that, of patients treated by immobilization alone, 
30 per cent have normal function and 45 per cent 
have very good function. 

Pouzet concludes also that operation does not 
offer any greater permanency of cure. In the cases 
treated by immobilization alone, the incidence of 
late recurrence was only 3.5 per cent and local small 
complications were less frequent than in the cases 
treated surgically. The general condition was the 
same in both groups. 

As a rule, healing occurs more quickly in the cases 
operated upon than in those treated by immobiliza- 
tion, but it does not occur as quickly as after other 
resections, such as those in the knee. Especially in 
severe cases it is impossible to obtain healing by 
primary intention. The cavities are too large and 
irregular to become filled up in a short time. Nearly 
always, prolonged drainage is necessary. Moreover, 
quick healing is prevented by the poor general con- 
dition of the patients who are treated surgically. 
Especially in the cases of young patients, the mor- 
tality of operation is high. 

The author believes that immobilization should 
be given a thorough trial first and that operation 
should be performed when immobilization fails or 
it is evident from the complications or the gravity 
of the osseous lesions that a good result cannot be 
expected from conservative treatment. 

He states that the indications for operation can 
be extended only by careful investigation of the 
clinical or roentgenographic signs upon which the 
prognosis of the lesion may be based. The differ- 
entiation of cases in which immobilization will prob- 
ably result in a cure from cases in which operation 
will be necessary later. Watter C. BurKket, M.D. 


FRACTURES AND DISLOCATIONS 


Andrei, O.: Is It Possible to Determine the Age of a 
Fracture by Roentgen Examination, and If So, 
to What Extent? II. Fractures of the Epiphysis 
(Se e fino a qual punto é possibile determinare sulla 
base del reperto radiografico l’eta di una frattura. 
II. Le fratture epifisarie). Chir. d. organi di movi- 
mento, 1927, xi, 362. 


The author recently published an article on the 
roentgen appearance of fractures of different ages. 
He has found that the age of a fracture is indicated 
by the distinctness of the outlines of the fragments, 
the degree of opacity, the demarcation of the callus, 
the presence or absence of a structure within the 
callus itself, the appearance of the fracture line, and 
the degree to which the lamellar structure of the 
bone is re-established. 

In this article he discusses fractures of the epiphy- 
sis. Roentgen visibility of the callus begins about 
twenty days after the injury. Calcification pro- 


gresses until, after from four and a half to five 
months, the outlines are distinct and the callus has 
reached the opacity of normal bone. The callus does 
not begin to show a lamellar structure until the end of 
the first year. The line of fracture disappears com- 
pletely or almost completely in eight months, but 
re-appears later as a scar which is indicated by great- 
er density of the bone. 

The roentgen picture of fracture of the epiphysis 
differs from that of a fracture of the diaphysis in that 
during the first period the callus in the former type 
of fracture calcifies more slowly but later calcifies 
more rapidly until it reaches the opacity of normal 
bone. In fracture of the diaphysis the callus is gen- 
erally smaller and the fracture line disappears later. 

Aubrey G. Morcan, M.D. 


Pfab, B.: Pseudarthroses (Ueber Pseudarthrosen). 
Deutsche Ztschr. f. Chir., 1927, cci, 71. 


In 433 cases of fractures of long bones and the pa- 
tella which were seen during the five-year period from 
1920 to 1925, a pseudarthrosis developed in 40 (2.7 
per cent). The cases included fractures of the lower 
leg, the forearm, the neck of the femur, the humerus, 
and the patella, and one fracture of a finger. 

Of the fractures of the leg, twelve were compound 
and all were produced by great force. With one ex- 
ception, the pseudarthroses occurred in the lower 
third of the leg. In two cases the cause was a marked 
dislocation of the fragments. In two others, those of 
patients over fifty years of age, it was poor regenera- 
tive power. Operation was performed in seventeen 
cases. One patient, who was fifty-nine years of age, 
was given a supporting apparatus. Nearly all of the 
operations were performed within from three to 
eight months after the accident. Ether anesthesia 
was employed. The operations consisted in sub- 
periosteal preparation of the fracture ends, the 
removal of connective tissue and cartilage fragments, 
exposure of the medullary cavity, and careful 
adaptation or wedging of the bone ends. In ten 
cases, simple suturing with silver wire or rustless 
steel was done. In seven, a wedge including perios- 
teum, cortex, and medulla was sawed from the 
fractured end of the tibia, displaced upward into a 
groove made in the other fragment, and fixed with 
wire sutures (Albee’s fracture plastic of the tibia). 
At re-examination, thirteen of these cases showed 
firm union. In four, the bone still gave under strain, 
but with the aid of a Brunn splint the patients were 
able to work. The compensation allowed in the 
latter cases was for disability of from 50 to 80 per 
cent. 

The prognosis was poorest for the pseudarthroses 
of the forearm. In these cases also the fracturing 
force had been great. All of the seven fractures were 
compound. Operation was performed between the 
third and fifth months after the accident except in a 
case of sequestrum formation, in which it was not 
done until after two years. The poor tendency to 
heal was due chiefly to marked displacement of the 
fragments. All of the cases of pseudarthrosis of the 
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forearm were treated first by another surgeon. In 
Pfab’s cases of forearm fracture, in which a tibial 
implant was fixed with wire at the primary opera- 
tion, no pseudarthroses developed. In four of the 
seven cases of pseudarthrosis, simple wire suturing 
was done. In two, a tibial implant was fixed by 
wiring, and in one an implant was fixed by catgut. In 
three of the seven cases, firm union was obtained. In 
two cases, compensation was received for 50 per cent 
disability. In one of these there had been a co- 
incident fracture of the humerus and injury of the 
radial nerve. In the other, the radius still gave way 
under stress after the operation but the ulna was 
united firmly. Of the patients without firm union, 
one received compensation for disability of 50 per 
cent, and another, forty-five years of age, received 
compensation for disability of 65 per cent because of 
greater loss of mobility of the arm. The third 
patient broke his arm again three months after the 
first operation and at the second operation the 
medullary cavity was found to have become 
closed again. The medullary cavity was re-opened 
and a tibial implant was introduced. With the aid 
of a supporting apparatus, the patient is now able 
to do any kind of work, but is receiving compensa- 
tion for 25 per cent disability. 

The four pseudarthroses of the upper arm occurred 
in patients between thirty and forty years of age. 
The fractures were all compound. In three cases, 
operation was performed about four months after 
the accident, and in one, after an interval of fourteen 
months. In one instance it revealed the interposition 
of muscle tissue. In three of these cases, it consisted 
in intramedullary pegging, the fitting together of 
step-like notchings, and fixation by wire suture. In 
one case periosteal suturing was done. Three months 
later, firm union was found in all of these cases, but 
the patients received compensation for disability of 
10, 40, 45, and 50 per cent for three years. 

In the five cases of pseudarthrosis of the tibia, 
operation was followed by firm union. The pseud- 
arthroses of the neck of the femur occurred in 
patients over sixty years old. In one case, osteotomy 
was done, but in the others no operation was per- 
formed. The patients are receiving compensation 
for disability of from 40 to 80 per cent. The one 
patient with pseudarthrosis of a finger refused 
operation. 

Of forty pseudarthroses, thirty-four were operated 
upon, and in twenty-six (76.4 per cent) of the latter 
firm union was obtained. In three cases the pseudar- 
throsis was caused by to too wide a gap between the 
fracture ends with the interposition of muscle tissue. 
Firm union was rarely obtained in the cases of pa- 
tients more than fifty years old. The severity of the 
trauma and the correspondingly complicated nature 
of the fracture were important factors in the develop- 
ment of the pseudarthroses. 

The author advises complete immobilization of the 
fractured part. Early strain on the broken bone 
before it has completely united favors the develop- 
ment of pseudarthrosis. The importance of a diet 


rich in vitamines and of the administration of calcium 
and phosphorus is-emphasized. The use of foreign 
material and dead tissue is condemned. A transplant 
may be fixed with wire or kangaroo tendon. The 
Borchardt instrumentarium for the Albee operation 
is of value. 

An attempt to cure a case of pseudarthrosis of the 
lower leg by periarterial sympathectomy was un- 
successful. HavuMANN (Z). 


Ely, L. W.: The Internal Callus: An Experimental 
Study. Arch. Surg., 1927, xv, 936. 


As it is difficult to demonstrate internal callus in 
healing fractures either experimentally or by roent- 
genograms if the fracture is complete, Ely solved the 
problem by producing an injury to the shaft of a 
long bone without breaking its continuity. 

In experiments on eleven cats, the anteromedial 
aspect of the tibia was exposed aseptically, the peri- 
osteum incised, and a drill hole 2.7 mm. in diameter 
was bored into the marrow canal. In six animals the 
wound could not be located later. The five others 
were examined from fourteen to sixty-nine days 
after the operation. 

The first stage in the reparative process was filling 
in of the hole by fibrous tissue which was continuous 
with the periosteum and extended deep into the bone 
marrow. In this tissue, bone trabecule were laid 
down without previous cartilage formation. In some 
instances the trabeculae were most numerous near 
the cortical surface and in others in the hole or in the 
marrow beneath the hole. Some bone formation 
occurred outside the cortex, but this was not active 
in the repair of the defect. The photomicrographs 
show definite evidence of bone formation also on the 
cut margin of the cortex. Ratru Soro-Hatt, M.D. 


Osgood, R.B.: Compression Fractures of the Spine: 
Diagnosis and Treatment. J. Am. M. Ass., 1927, 
Ixxxix, 1563. 

Compression fractures of the spine occur most 
commonly in males in the active period of adult life. 
They constitute 40 per cent of all fractures of the 
spine. In the great majority of cases the body of 
only one vertebra is crushed. In from 70 to 80 per 
cent of the cases the vertebra involved is the 
eleventh or twelfth thoracic or the first or second 
lumbar vertebra. In from 50 to 60 per cent, it is the 
twelfth thoracic or the first lumbar vertebra. 

The complications of compression fracture of the 
spine include neurological symptoms, fractures of 
the lamine, fractures of the transverse or spinous 
processes, and fractures of the bones below the knee. 
In cases of fractures sustained in falls, an exami- 
nation should always be made for tarsal fracture. The 
mechanism involved in spinal compression fractures 
is acute hyperflexion of the spine. 

The early typical symptoms of compression frac- 
tures of the spine may be masked by the general 
shock and the pain of associated bruises and frac- 
tures. The late symptoms are serious discomfort, 
disability, the development of a kyphos, and pain 
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localized in the injured area and radiating down 
the extremities. These symptoms may not develop 
until months or years after the injury. 

Fractures of the sacrum, whether impacted or 
crushed fractures, heal quickly and permanently 
with very little treatment. Jn fractures of movable 
vertebre without fracture of other elements than 
the body of the vertebra, there is a full return of 
function in from four to six months following 
recumbency in hyperextension with the spine 
immobilized in a plaster jacket or the use of the 
Wallace spinal bed. At the end of six or eight weeks 
in such cases the upright position and ambulatory 
life may be resumed gradually, the spine being pro- 
tected for from ten to sixteen weeks longer by a 
stiff removable jacket. In the last five or six weeks 
of the treatment, physical therapy may be given. 
The author has had no experience with early cases 
complicated by fractures of the lamine without 
neurological signs. Late cases with disability and 
pain progress well without operation. In Osgood’s 
opinion, a trial of conservative treatment is advis- 
able in many old cases as well as in the majority of 
early cases. Antuony F. Sava, M.D. 


Grasmann, M.: The Treatment of Fractures of the 
Thoracic and Lumbar Vertebrze (Zur Behand- 
lung der Frakturen der Brust- und Lendenwirbel). 
Zentralbl. f. Chir., 1927, liv, 1514. 


In fractures of the thoracic and lumbar vertebra» 
early operation has little chance for success. In cases 
of total lesions, operation is not to be considered. 
In partial lesions, the cause of the symptoms is not 
compression, but contusion of the cord. Vertebral 
fractures without cord symptoms are usually treated 
conservatively with bed rest in a suitable position, 
but there is a difference of opinion as to the length of 
time the bed rest should be continued and as to 
whether, after the patient is up, the spinal column 
should be supported by a brace. 

The author reports four cases of vertebral fractures 
which illustrate some of the difficulties encountered. 

One was the case of a sixty-six-year-old laborer 
with a compression fracture of the second lumbar 
vertebra. The patient was still unable to work after 
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six months of bed rest and the wearing of a brace 
for a year. A striking finding in this case was 
marked osteoporosis of the entire spinal column. 

Another case was that of a girl, twenty-five years 
of age, who had a compression fracture of the second 
lumbar vertebra. As the fracture was still unhealed 
after four months of rest in bed, operation was 
necessary. 

The third case was that of a man, forty-three years 
of age, who sustained a compression fracture of the 
third lumbar vertebra. After a short time this 
patient became symptom free, and, after six weeks, 
he was able to be out of bed nearly all day. At the 
end of nine weeks he was discharged from the hospital 
without any disability. Fifteen weeks later he was 
re-admitted because of local and radiating pains. 
Examination then revealed a marked kyphosis and a 
distinct gibbus. So-called Kuemmell’s deformity is 
not always due to a fracture. It may sometimes be 
produced by trauma which injures the internal 
tissue of a vertebra so that, as demonstrated by 
Christen, Schmorl, and Goecke, a degeneration of 
the cells results and the vertebra, which appears 
intact in the roentgen picture, breaks down in the 
course of weeks or months. 

The fourth case reported by the author was that 
of a twenty-year-old girl who had a compression 
fracture of the second lumbar vertebra. As bony 
union failed to occur, a graft from the tibia was im- 
planted. After eight weeks the patient was able to 
leave her bed without a supporting apparatus. 

STEGEMANN (Z). 


Olivecrona, H.: Some Considerations on the Treat- 
ment of Fractures of the Astragalus (Quelques 
considérations sur le traitement des fractures de 
Vastragale). Acta chirurg. Scand., 1927, \xii, 353. 


The author reports a case of transverse fracture of 
the body of the astragalus with posterior displace- 
ment of the posterior fragment and fracture of both 
malleoli. A posterior curved incision was made and 
the bony fragments were fixed with metal nails. 
Tenotomy of the Achilles tendon was performed. 
Recovery resulted with good mobility and satisfac- 
tory function. 


SURGERY OF THE BLOOD AND LYMPH SYSTEMS 


BLOOD VESSELS 


Gregora, H.: Gangrene of the Extremities Follow- 
ing Subcutaneous Rupture of Blood Vessels by 
Dull Force (Extremitaetengangraen nach sub- 
cutaner Gefaessruptur durch stumpfe Gewalt). 
Beitr. z. klin. Chir., 1927, cx], 199, 229. 


Gangrene of the extremities may result from sub- 
cutaneous injuries causing marked destruction of the 
deeper tissues or, much less frequently, from lesser 
trauma injuring the main blood vessel. The author 
reports four cases of the latter type seen in Schloffer’s 
clinic since 1911. In three cases, the popliteal artery 
and in one case the femoral artery was injured. In 
three cases the artery was torn transversely and in 
two of these this injury occurred as a complication 
of subcutaneous fracture. In one of the latter the 
vessel was torn by a fragment of the broken bone, and 
in the other by stretching or compression. 

A complete tear of a vessel may sometimes heal 
spontaneously as the result of involution of the inti- 
ma. Partial subcutaneous tears of blood vessels have 
a more unfavorable prognosis than total ruptures. 
Tears of the inner vascular membrane resulting from 
subcutaneous injuries and followed by thrombosis 
may lead to gangrene. Vascular injuries are most 
common in the lower extremities because of the 
proximity of the blood vessels to the bones and their 
fixation in the fascie and aponeuroses such as Pou- 
part’s ligament, the fascia of the adductor canal, the 
soleus tendon, and the ligamentum interosseum. 
They occur most commonly at the sites of bifurca- 
tion of the vessels. 

The most common causes of vascular injuries are 
fractures. With the exception of fractures of the 
forearm, all fractures may lead to gangrene. Sub- 
cutaneous injuries of blood vessels due to luxations 
are most common in the upper extremity, but are 
relatively seldom followed by complete gangrene. 

The author reports a case of tearing of the brachial 
artery and vein in the sulcus bicipitalis in a disloca- 
tion of the elbow which healed following ligation. 

In the lower extremity only anterior dislocation of 
the knee plays a réle. 

Besides fractures and dislocations, all types of dull 
injuries, such as bruises, forced muscle action, squeez- 
ing, and over-stretching, may lead to gangrene. 

The diagnosis of a recent vascular tear is frequently 
difficult. Important signs are disturbances of sensi- 
tivity and motility, coldness, and discoloration. 

The prognosis for preservation of the limb is not 
favorable, but the mortality has decreased in recent 
years. The prognosis is very unfavorable when the 
popliteal artery is completely severed as the collateral 
system is easily obstructed by the resulting hema- 
toma. In tears of the femoral, axillary, and brachial 


arteries the prognosis is often doubtful. The forma- 
tion of an aneurism is favorable, but this is rare in 
subcutaneous injuries. 

In the treatment, the injured vessel should be im- 
mediately exposed and an attempt made to suture it. 
Even if a thrombus forms later at the site of suture, 
the suturing allows time for the formation of col- 
lateral circulation. Ligation is in general less favor- 
able than vessel suture. The advisability of simulta- 
neous ligation of the vein is disputed. The formation 
of a compressing hematoma must be prevented. 

In the discussion of this report, GoLp cited a case 
of gangrene of the toes following the use of gynergen 
in Basedow’s disease (0.5 c.cm. twice daily for seven 
days and 1.0 c.cm. twice daily for two days). In this 
case the removal of the second and fifth toes of the 
right foot became necessary. Koentic (Z). 


Brown, G. E., and Henderson, M. S.: The Diag- 
nosis and Treatment of Arterial Vascular Dis- 
ease of the Extremities. J. Bone & Joint Surg., 
1927, ix, 613. 

The authors present a classification of the arterial 
disturbances of the extremities. Diseases of the 
peripheral arteries are divided into two main types, 
depending upon their functional or organic nature. 
Each of these is subdivided according to local or 
general distribution. The organic or obliterative 
types of disease consist of two main types, thrombo- 
angiitis obliterans or Buerger’s disease and ar- 
teriosclerotic disease with or without thrombosis. 
Diabetic gangrene is a form of the latter condition. 
In the authors’ experience, these types constitute 
more than 95 per cent of the organic diseases of the 
extremities. Of the functional types, there are two 
main distributions—the vasospastic, which includes 
a large group of disturbances and in its more typical 
form is recognized as Raynaud’s disease, and the 
vasodilator, which in its typical form is known as 
“erythromelalgia.”’ 

The treatment of the various vascular diseases is 
necessarily different for the two main types. In the 
vasomotor types, with the color and low surface 
temperature indicating vasoconstriction, treatment 
is not indicated in the absence of pain or trophic 
changes. Prophylactic measures are advised for 
protection of the extremities in the colder months 
of the year; frequently a change of climate is neces- 
sary. In many of the mild painless cases, re-assur- 
ance is the sole requirement. For frank Raynaud’s 
disease of the hands, no curative treatment is 
known, but in Raynaud’s disease of the lower 
extremities, lumbar sympathetic ganglionectomy is 
curative. The treatment of erythromelalgia and 
allied vasodilator syndromes is most unsatisfactory. 
Radium has been used over the areas of burning 
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but the results have been questionable. In one case 
in which roentgen rays were applied over the lum- 
bar and sacral spine there was some improvement. 
Frequently the treatment resolves itself into symp- 
tomatic relief of the attacks of burning by frequent 
immersion of the feet in cold water. Partial control 
of the symptoms is obtained by elevation of the 
. lower limbs at night and the use of atophan. 

The cases of organic occlusive disease of the ar- 
teries are treated differently. In the early or pre- 
gangrene stage the treatment is protective and ac- 
tive. The protective measures include extreme care 
in the handling of the feet, the use of proper shoes, 
and protection against surgical “tinkering” and 
traumatic and thermic insults. The active treat- 
ment is directed toward increasing the blood supply 
in the collateral circulation. Postural exercises, 
contrast baths for the extremities, graduated ex- 
posures of the parts to electric light baths, and re- 
striction of activity are most important measures 
which give good results if continued long enough. 

In cases with gangrene and continuous pain, the 
chief problem is the relief of the pain. Ordinary 
narcotics are useless. The injection of foreign pro- 
teins will give relief for variable periods in 80 per 
cent of the cases. If the pain can be controlled, 
measures may be carried out to heal the trophic 
ulcers. If the pain cannot be controlled, surgical 
measures—amputation or destruction or interfer- 
ence in the vasoconstrictor paths—are advisable. 

In cases of organic closure of the main vessels 
due to thrombo-angiitis obliterans amputation above 
the knee has been the usual surgical procedure. 
Allen and Meyerding have shown that amputation 
below the knee is successful in 80 per cent of cases 
provided pre-operative and postoperative measures 
of treatment are carried out. Similar results cannot 
be obtained in cases of gangrene due to arterio- 
sclerotic disease. Lumbar ganglionectomy has been 
performed by Adson in eleven cases of thrombo- 
angiitis obliterans. In nine, the results were satis- 
factory. Relief from pain was complete, and large 
trophic ulcers healed. The application of this 
operation rests entirely upon careful selection of 
the cases; the possibility of vasodilatation in the 
collateral vessels must be demonstrated before 
operation. In selected cases, encouraging results 
have been observed. The results of the opera- 
tion in this disease can be determined only after 
long periods of postoperative observation. 


Farmer, H. L.: Abdominal Aneurism, with a Re- 
port of Three Cases. Am. J. Roentgenol., 1927, 
xviii, 550. 

Aneurism of the abdominal aorta is comparatively 
rare. Syphilis is the chief underlying cause. The 


aneurism usually occurs in the upper portion of the 
abdomen proximal to, or in the region of, the cceliac 
axis. As a rule the sac presents anteriorly and to 
the left side. The symptoms are variable, depend- 
ing largely upon the size and location of the aneu- 
rism. Pain is common, but varies in its character and 
intensity. Pressure symptoms may predominate. 
Clinically, the most valuable objective finding is an 
expansile pulsating tumor situated either in the 
epigastrium or posteriorly in the left upper lumbar 
region. 

Abdominal aneurism must be differentiated from 
tabetic crisis, neuritis, gall stones, pancreatic stones, 
lead colic, appendicitis, peptic ulcer, gumma of the 
liver, nephrolithiasis, and benign and malignant 
tumors of the stomach, pancreas, kidney, and omen- 
tum. Abnormal throbbing of the aorta noted in 
neurotic and hysterical states, forceful pulsation in 
aortic insufficiency, and preternatural pulsation 
found in anemia and in arteriosclerosis in old men 
with thin abdominal walls must not be mistaken 
for signs of aneurism. 

The roentgen examination may be of great aid in 
the diagnosis. Direct visualization of the tume- 
faction requires special effort, but is possible if there 
is sufficient calcification in the walls of the sac and 
vessel. If the aneurism is loated high under the 
dome of the diaphragm, it may be directly outlined 
by the adjacent air bubble in the stomach and its 
pulsation may be studied under the roentgenoscope. 
The aneurism may be directly visualized with the 
aid of pneumoperitoneum. It may be revealed also 
by injecting air into the colon. 

The indirect signs of abdominal aneurism are no 
less significant than the direct signs. The sharp 
clear-cut areas of destruction in the bodies of the 
vertebre are fairly typical. The intervertebral 
disks remain intact. In each involved vertebra, 
there is an individual crescent-shaped area of bone 
destruction. Usually there is involvement of more 
than one vertebra and the spine presents a scalloped 
appearance. As a rule the bone destruction occurs 
along the left anterior aspect of the vertebral bodies. 
The lower ribs on the left side or the transverse 
processes of the upper lumbar vertebre may show 
rarefaction from pressure absorption. 

The prognosis in abdominal aneurism is unfavor- 
able. The duration of the condition varies from 
three months to three years. Heroic treatment 
with iodides and mercury has relieved the symp- 
toms, but has produced no decrease in the size of the 
sac. Death usually results from rupture of the 
aneurism. 

Three cases are reported in detail with the history 
and the roentgen and autopsy findings. 

ApotpH Hartunc, M.D 
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SURGICAL TECHNIQUE 


OPERATIVE SURGERY AND TECHNIQUE; 
POSTOPERATIVE TREATMENT 


Meleney, F. L., Humphreys, F. B., and Carp, L.: 
An Unusual Fatal Operative Wound Infection 
Yielding a Pathogenic Anaerobe of the Gas 
Gangrene Group Not Hitherto Described; with 
Direct Reference to Catgut as a Source. Surg., 
Gynec. & Obst., 1927, xlv, 775. 

From the lesion in a fatal operative wound infec- 
tion, the authors isolated a new species of patho- 
genic anaerobic bacillus of the gas-gangrene group 
which they call “clostridium cedematoides.” The 
source of the infection was traced to surgical catgut 
which was not sufficiently sterilized. 

Gas gangrene is not a specific infection, but is 
usually a mixed one. Several varieties of spore- 
bearing organisms (called generically “clostridia” 
in recently adopted nomenclature) can be isolated 
from the great majority of traumatic cases. These 
clostridia are naturally saprophytic inhabitants of 
the intestinal canal of man and domestic animals 
and of the soil contaminated by their excreta. They 
may therefore occur in catgut, which is manufac- 
tured from the muscularis mucosz of the intestines 
of sheep. 

Of the many anaerobes obtained from gas-gangrene 
infections, only a few have consistently met the re- 
quirements necessary to establish them as causative 
agents of the disease. These are: clostridium welchii 
(bacillus aerogenes capsulatus), clostridium cede- 
matis maligni (vibrion septique), and clostridium 
novyi (bacillus cedematis maligni II). Each of these 
produces in vitro a highly specific exotoxin for which 
a specific antitoxin may be prepared. 

The organism which the authors recovered from 
a fatal case is culturally different from the three 
others. It produces a true exotoxin not neutraliza- 
ble by the antitoxins of the others, and its specific 
antitoxin is ineffective against the toxins of the 
others. 

The histories of patients in the same hospital who 
were operated upon about the same time and de- 
veloped fatal wound infections of the gas-gangrene 
type are reported. Clinically the condition was 
characterized by a brawny, red oedema of the ab- 
dominal wall around the wound, severe pain at the 
site of the lesion, fever, leucocytosis, a rapid and 
feeble pulse, nausea, profuse perspiration and, 
toward the end, somnolence, irritability, profound 
prostration, and circulatory failure. The organism 
described was obtained at autopsy on one of these 
patients. No cultures from living patients were posi- 
tive since large pieces of deep tissue are necessary 
for anaerobic culture work. The superficial oedema 
is only a toxic reaction; usually the organism does 
not penetrate to the surface. 
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The chromic catgut used in the operating room 
at the time the cases reported were operated upon 
yielded clostridium novyi in investigations made by 
another bacteriologist and two strains of the newly 
discovered species, two strains of hemolytic clos- 
tridium welchii, and two other non-pathogenic spore- 
forming organisms in investigations made by the 
authors. 

Clostridium cedematoides is a large, strictly anae- 
robic, actively motile, gram-positive bacillus with 
square ends. Spores are formed readily in plain 
broth. On sheep’s blood agar, the colonies are dis- 
crete, gray, and stellate, with irregular margins. 
They produce no hemolysis. In the presence of 1 
per cent dextrose, large quantities of gas and acid 
are formed. The organism was lethal in small doses 
for eight species of laboratory animals tested. It 
may be recovered from the lesion, peritoneum, and 
blood. The typical lesion in the guinea pig is an 
extensive slightly haemorrhagic oedema of the sub- 
cutaneous tissues which is neither as extensive nor 
as colorless as the lesion of clostridium novyi nor 
as hemorrhagic as the lesion of clostridium cedematis 
maligni. Gas formation is minimal. (Edema is 
most marked when death occurs slowly. 

The organism produces an exotoxin which i is fil- 
terable and thermolabile, and, when injected in sub- 
lethal doses into animals, stimulates antitoxin for- 
mation. Reciprocal tests with sera and toxins, and 
cultures of the other pathogenic anaerobic bacilli 
of the gas-gangrene group showed it to be a differ- 
ent species. The article includes a chart differen- 
tiating the three recognized pathogenic anaerobes 
and this new species as to spore-formation, colony 
appearance, saccharolysis, and proteolysis. 

The pathogenicity of the organism for man is in- 
dicated by its occurrence in a fatal human lesion 
and its lethal effect on animals. The authors em- 
phasize that manufacturers should adequately dem- 
onstrate the sterility of all catgut by both aerobic 
and anaerobic methods. Maurice Meyers, M.D. 


ANASTHESIA 


Hatcher, R. A.: The Rectal Administration of 
Ether and Oil, and Morphine, Magnesium 
Sulphate, and Ether in Surgery and Obstetrics: 
Report to the Council on Pharmacy and 
Chemistry. J. Am. M. Ass., 1927, 1xxxix, 2114, 
2189, 2258. 


Hatcher states that the administration of ether 
with oil or liquid petrolatum constitutes an advance 
over other methods for the rectal or colonic adminis- 
tration of ether. 

Anesthesia is induced readily with varying pro- 
portions of ether and oil, but it is probable that a 
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mixture of equal volumes of ether and olive oil or 
liquid petrolatum is the most suitable for inducing 
anesthesia by rectal instillation after the sub- 
cutaneous injection of morphine. Such a mixture 
readily gives up the ether for absorption into the 
circulation in adults as well as in children, and 
probably irritates the intestine less than mixtures 
containing higher percentages of ether. 

As soon as the operation is completed, the bowel 
must be washed and all residual mixture removed. 
The buttocks and thighs should be protected by an 
application of petrolatum to prevent irritation from 
ether that escapes. The patient must be told to 
resist the desire to expel the mixture. Pressure 
against the anus may be necessary to prevent in- 
voluntary expulsion. Some patients cannot retain 
it, and many children will not cooperate. 

The ether is absorbed from the colon, not from 
the rectum. Therefore the warmed mixture should 
be introduced high up in the rectum. About ten 
minutes being taken for its injection. 

Rectal or colonic oil-ether anesthesia has the 
following advantages: 

1. It spares the respiratory passages to some 
extent and causes less irritation than the inhalation 
of ether. 

2. It is associated with less salivary and bronchial 
secretion. 

3. It lacks certain disagreeable features of in- 
halation anesthesia connected with the reflexes 
from the face and respiratory passages. 

4. The stage of excitement is short and often 
lacking. 

5. There is less nausea and vomiting during the 
anesthesia and after the operation. 

6. It leaves the field clear for operations about 
the face and head. 

The method has the following disadvantages: 

1. The depth of anesthesia is not under such 
perfect control as in inhalation anesthesia, and 
this disadvantage is so great that it must often 
outweigh all of the advantages of the method. The 
lack of perfect control sometimes means death. 

2. The anesthetic causes some irritation of the 
intestine in every case, and severe and even fatal 
irritation with hemorrhage in an undetermined 
small number. 

3. It probably causes greater injury to the liver 
than does the inhalation of ether in like amounts. 

The method shares with anesthesia by inhala- 
tion certain drawbacks: 

1. The contra-indications are the same as those 
for general anesthesia with ether, being based on 
its pharmacological actions. 

2. It must not be employed in a room in which 
there is an open flame. 

3. The patient must be kept under observation 
until consciousness returns because the tongue may 
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fall back into the throat and induce fatal asphyxia. 
This sometimes means prolonged observation by 2 
trained anesthetist or nurse. 

4. It is not always sufficient for deep anesthesia 
without the preliminary injection of morphine or 
the subsequent use of ether by inhalation. The 
contra-indications of morphine must be considered. 

It is certain that inhalation anesthesia conducted 
with skill is safer than rectal anesthesia followed 
as a routine procedure without judgment, care, and 
skill. Until the necessary information is available, 
the dose of ether should be graduated according to 
the weight of the patient. It seems probable that 
2 gm. of ether per kilogram of weight is the maxi- 
mum that can be instilled into the rectum with 
safety following a hypodermic injection of from !; 
to 14 gr. of morphine sulphate, the dose of which is 
also determined by the weight of the patient. 

Whether there is less danger of postoperative 
pneumonia following rectal or colonic anesthesia 
than inhalation anesthesia cannot be stated be- 
cause of the lack of adequate statistical studies of 
the occurrence of such postoperative pneumonia 
and its causes. 

The use of morphine during the first stage of 
labor and of ether or chloroform for the second 
stage appears to be the accepted procedure. Mor- 
phine sulphate in a dose of !/s gr. for a woman of 
average size is virtually without danger to the 
woman and associated with little danger to the 
child, provided it is not used within less than four 
hours of delivery and the subsequent use of ether 
is made with due understanding of the action of 
morphine on the respiratory center. The use of 
morphine in doses exceeding an average of !/g gr. 
for the woman of average size and the subsequent 
use of ether or chloroform involve danger to the 
child. The danger rises as the dose of morphine is 
increased. It seems obvious that the dosage of 
morphine and ether should be calculated for the 
weight of the patient. For the woman of average 
size the maximum dose of ether used after an 
average dose of morphine during labor that does 
not exceed three hours, without complications, is 
about 2% oz. Obviously the bowel should be 
emptied when labor is completed. 

The question of the value of magnesium sulphate 
with morphine and ether cannot be answered at 
present. There is no satisfactory evidence that it 
increases the action of morphine or that of ether, 
and animal experiments show that there is a sum- 
mation of the toxic effects. It is probable also that 
a like summation of therapeutic effects occurs. 

There is pressing need of systematic experimental 
studies of the drugs used during labor and of statis- 
tical studies showing as accurately as possible the 
analgesic action of each drug on women and the 
toxic effects on the child. SamvueEL Kaun, M.D. 


PHYSICOCHEMICAL METHODS IN SURGERY 


ROENTGENOLOGY 


Schaefer, W.: The Action of the Roentgen Rays in 
Bacterial Inflammations: An Experimental 
Pathologico-Histological and Clinical Study 
(Die Wirkung der Roentgenstrahlen bei bakteriellen 
Entzuendungen: eine experimentell pathologisch- 
histologische und klinische Studie). Arch. f. klin. 
Chir., 1927, cxlvi, 394. 

The author applied roentgen rays locally to rab- 
bits that had been infected by an abscess-forming 
strain of staphylococcus. After six hours no differ- 
ence could be noted between the animals irradiated 
and those not irradiated. Later the first group showed 
an increase in the cellular inflammatory infiltrate— 
an increase in the inflammatory process that led to 
speedier breaking down of the abscess and more 
rapid healing. This occurred in eleven (45.8 per 
cent) of the twenty-four experiments. In seven, the 
inflammation was less and the healing was retarded. 
In four, no difference was noted between the 
irradiated and non-irradiated animals. 

The effect of the roentgen rays is therefore in- 
constant. It begins only when symptoms of in- 
flammation are already present, the tissues then 
being more sensitive to the rays. From the patho- 
logico-anatomical standpoint, the manner in which 
the roentgen rays act upon inflammation is similar 
to the mode of action of other conservative methods 
of producing inflammation, such as poulticing and 
Bier’s hyperemia. The roentgen ray, however, has 
the important advantage of exact dosage and may 
be used for localized deep action. Other methods 
are not to be abandoned, but in each case it must be 
decided which method or combination of methods 
should be employed. Stevers (Z). 


MISCELLANEOUS 


Granger, F. B.: The Use and Abuse of Physical 
Therapeutics. J. Am. M. Ass., 1927, |xxxix, 1194. 


Physical therapeutics may be of value in the fol- 
lowing pathological conditions: non-union or delayed 
union of bone, low back injuries, adherent scars, 
bursitis, peripheral paralysis, neuritis, pneumonia, 
acute myositis, myositis ossificans traumatica, 
sprains, fractures, arthritis, surgical tuberculosis, 
tuberculous peritonitis, and various skin conditions. 

It is an abuse of physical therapy to employ it 
except: (1) after a careful physical and laboratory 


examination; (2) as an adjunct to other standard and 
well-recognized procedures; (3) in conjunction with 
other branches of medicine and surgery; (4) after 
a definite attempt to apply proper physiological 
effects to the predetermined pathological condition; 
and (5) when every care is taken not to use it instead 
of other proved methods that may be superior. 

Technicians should be discouraged from running 
offices of their own, and only physicians trained in 
physical measures should be assigned to take charge 
of physical therapy departments. 

In conclusion, Granger emphasizes the danger of 
the treatment habit. Joun S. Coutrer, M.D. 


Sequeira, J. H., and O’Donovan, W. J.: Light 
Treatment at the London Hospital. Lancet, 1927, 
ccxiii, 1118. 

Since the Light Department of the London Hospi- 
tal was opened on May 1, 1900, 2,663 cases of lupus 
vulgaris have been treated by the local application of 
concentrated light (Finsen treatment). Seventy per 
cent of the patients have been cured, 11 per cent still 
require occasional treatment, 16 per cent are to be 
classed as benefited, and 3 per cent were uninfluenced. 

In July, 1922, the light bath treatment was intro- 
duced. This is given with the use of a 70-ampere arc, 
tungsten paste, carbon poles, and various forms of 
mercury vapor lamps. Since the local treatment has 
been supplemented by application of the light to the 
general body surface, the incidence of cure in lupus 
vulgaris has been increased to go per cent. The 
authors draw the following conclusions: 

1. The results are independent of the cutaneous 
reaction and the extent and degree of pigmentation. 

2. Children are usually benefited more rapidly 
than adults. 

3. The increase in the body weight is small. A 
rapid decline in the weight should lead to immediate 
suspension of the light bath treatment and a search 
for active pulmonary invasion. 

4. Estimates of the temperature and pulse rates 
are of no particular value, but it is best not to treat 
pyrexial cases. 

5. The slight leucocytosis observed in early cases 
has no clinical importance. 

6. There is no doubt of the marked improvement 
in the general health and the mental outlook. This 
is independent of any change in the basal metabolism. 

Joun S. Coutter, M.D. 
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MISCELLANEOUS 


CLINICAL ENTITIES—GENERAL PHYSIO- 
LOGICAL CONDITIONS 


Lion, G.: Symmetrical Gangrene of the Extre- 
mities Developing During an Acute Infectious 
Disease and Running the Course of a Tran- 
sient Complication (Gangréne symétrique des ex- 
trémités développée dans le cours d’une maladie 
infectieuse aigiie et évoluant 4 la facgon d’une compli- 
cation passagére). Bull. et mém. Soc. méd. d. hép. 
de Par., 1927, xliii, 1451. 

The patient whose case is reported, a woman 
sixty-eight years of age, was recovering from an 
acute severe attack of bronchopneumonia presum- 
ably of pneumococcic origin. During the course of a 
professional visit, Lion observed the sudden appear- 
ance of cyanosis of the extremities and the tip of the 
nose. 

The cyanosis disappeared on pressure, but in the 
center of each cyanotic area there was a small red 
spot which persisted. The pulps of the fingers were 
especially affected, but a few spots appeared also 
on the dorsal surface of the hands. These spots 
were very painful and swollen. 

During the following six days the cyanosis 
diminished in the already affected parts, but ap- 
peared in new areas, each with a hemorrhagic spot 
in the center. The fingers of the left hand, both 
great toes, the chin, both ears, and both cheeks 
became cyanotic. 

A new attack eight days later involved especially 
the hands and feet. 

Twenty-four days after the onset of the condition, 
there were superficial gangrenous areas in the process 
of separation on the tip of the nose, both cheeks, 
the lobules of both ears, and numerous parts of the 
dorsal and volar surfaces of the hands. By the 
end of a month, the gangrenous areas had separated 
from the nose and cheeks, but it was almost six 
months before the hands were entirely clear. 

During a second attack of bronchopneumonia 
there was no return of the condition although the 
patient complained that she experienced a sensation 
of cold in the scars which remained from the previous 
lesions. 

The condition was differentiated from Raynaud’s 
disease by its sudden onset without premonitory 
syncope and asphyxia, the rapid development of 
the gangrene, and the subsequent course. The 
suddenness of its appearance suggested purpura, 
but the liver and spleen were not enlarged, and 
except for the appearance of clumping of the 
blood platelets the blood examination was what 
was to be expected in a severe infection. When 
the patient’s blood serum was mixed with the blood 
of other persons, clumping of the thrombocytes 


occurred, but after the gangrene had cleared up it 
no longer produced or showed clumping. 
Micuaet L. Mason, M.D. 


Hertzler, A. E.: Chromoma of the Forearm. Anu. 
Surg., 1928, Ixxxvii, 99. 

Hertzler reports three tumors of the forearm which 
he believes were derived from chromatophore cells. 
The fact that these tumors were free from pigment 
does not argue against this origin because the 
chromatophores are mainly reparative in character; 
they absorb rather than form pigment. 

The tumors which Hertzler calls ‘‘chromomata” 
or “‘chromata” differ clinically from the melanomata 
in being more destructive locally and in metastasiz- 
ing more slowly and only by way of the lymphatics. 
They resemble the tumors occurring in the foot 
which Hertzler described in 1914. They begin as 
painless subcutaneous nodules having no connection 
with the skin. They slowly destroy the skin and 
may involve also the deeper structures. They do 
not appear to be amenable to any sort of treatment. 

Histologically they are made up of small, irregu- 
larly arranged spheroidal cells with deeply staining 
nuclei scattered throughout a connective tissue which 
is rich in capillaries. The vessels in the stroma tend 
to have thickened endothelial walls. Although the 
general appearance is that of a reactive process, 
close scrutiny of the small cells led Hertzler to 
conclude that these growths are neoplastic. Alveo- 
lar arrangement of the small cells may be present 
in the original tumor or the lymphatic metastases. 

MicwaeEt L. Mason, M.D. 


Ullmann, H. J.: The Lead Treatment of Cancer. 
Surg., Gynec. & Obst., 1928, xlvi, 119. 

Colloidal lead orthophosphate is much less toxic 
to the organism than the colloidal metal or the other 
salts. Solutions of lead orthophosphate keep in- 
definitely at room temperature and apparently do 
not alter their toxicity with age. 

In the author’s cases of cancer a routine examina- 
tion of the urine and blood is made, the kidney 
function is estimated from the dye test, and blood 
smears are searched at intervals for stippled cells. 
The solution of colloidal lead phosphate is injected 
intravenously, the amount varying with the weight 
of the patient and the size of the tumor. The average 
dose is 80 mgm. This is repeated weekly until 
from 300 to 500 mgm. have been given. 

The eye of lead in the treatment of cancer holds 
sufficient promise to warrant thorough investiga- 
tion. It is necessary, in order to obtain the maxi- 
mum benefit, to combine the roentgen ray or 
radium with lead injections. 

JoserH K. Narat, M.D. 
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GENERAL BACTERIAL, PROTOZOAN, AND 
PARASITIC INFECTIONS 


Platou, E. S., Schlutz, F. W., and Collins, L.: 
Erysipelas: A Clinical Study of the Treatment 
of This Disease. Am. J. Dis. Child., 1927, xxxiv, 
1030. 


The authors report results obtained in cases of 
erysipelas subjected to the roentgen-ray treatment 
evolved by Rigler, roentgenologist of the Minnea- 
polis General Hospital. Over all areas, the distance 
from the tube to the skin was 25.4 cm. A filter of 
2 mm. of aluminum was used. The readings were 
111 kv. (peak), corresponding approximately to a 
7-in. spark gap between moderately blunt points, 
and 5 ma. were used for five minutes over each area. 
This was considered a dosage sufficient to produce a 
mild erythema when the oblique radiation from each 
area was included. In the treatment of the scalp, 
the duration of the irradiation was reduced to four 
minutes to avoid the production of permanent 
epilation. 

Eighty cases were treated by roentgen-ray irradia- 
tion alone, thirty with Birkhaug’s erysipelas anti- 
toxin alone, and ten with roentgen-ray irradiation 
and antitoxin combined. There were thirty-five con- 
trol cases. 

In the cases treated with the roentgen ray, the 
temperature returned to normal in one and a half 


days, and the pain, toxemia, and general malaise 
subsided in two days. In the control group the cor- 
responding periods were three and four-tenths days 
and eight days. Extension of the disease occurred in 
21 per cent of the irradiated cases and 68 per cent of 
the control cases. The mortality was 6 per cent in 
the irradiated cases as compared with 23 per cent in 
the control cases, although the former group con- 
tained twice as many infants under three years of 


In the cases treated with erysipelas antitoxin, the 
temperature returned to normal in two and two- 
tenths days and the symptoms other than fever 
subsided in three and eight-tenths days. In the con- 
trol group the corresponding periods were three and 
three-fourths days and eight days. Extension of the 
disease occurred in 46 per cent of the cases treated 
with antitoxin and in 68 per cent of the control cases. 
The mortality in the cases treated with antitoxin was 
only 6 per cent, one-fourth the mortality of the con- 
trol group. 

From these observations the conclusion is drawn 
that roentgen-ray irradiation and the administra- 
tion of antitoxin in adequate dosage intravenously, 
intraperitoneally, or intramuscularly are of definite 
value in the treatment of erysipelas. In the ten 
cases in which both methods were employed the 
prognosis was considered especially grave. 

Rosert M. Grier, M.D. 
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case. A. M. Wepp. Clifton M. Bull., Clifton Springs, 
N. York, 1927, xiii, 97. 

Studies in experimental extracorporeal thrombosis. 
IV. The effects of certain physical and mechanical factors 
on extracorporeal throm!osis with and without the use of 
anticoagulants. T. Su1onoya. J. Exper. Med., 1927, xlvi, 
957- 
Studies in experimental extracorporeal thrombosis. 
V. The influence of certain chemical substances on ex- 
tracorporeal thrombosis, with special reference to the 
eflicacy of a combination of heparin and magnesium sul- 
phate. T. Sutonoya. J. Exper. Med., 1927, xlvi, 963. 

Studies in experimental extracorporeal thrombosis. 
VI. Certain technical modifications in methods of study. 
W.R. Jounson. J. Exper. Med., 1927, xlvi, 979. 

Trendelenburg’s operation for pulmonary embolus. 
N.C. Lake. Brit. M. J., 1927, ii, 1180. 

Nutritional disturbances following arterial embolism in 
the vessels of the extremities, etc. W. Lorur. Zentralbl. 
f. Chir., 1927, liv, 2199, 2249. 

Senile gangrene due to spastic arteritis cured by the use 
of insulin. ArpIN-DeLtEIL, R. AzouLAy, SALLES, and 
Cuoussat. Bull. et mém. Soc. méd. d. hop. de Par., 1927, 
xliii, 1589. 

The treatment of painful stenosing arteritis in a diabetic 
with citrate of soda; insulin; and sympathectomy. M. 
Lassé. Bull. et mém. Soc. méd. d. hop. de Par., 1927, 
xliii, 1691. 

The obliteration of varicose veins by concentrated 
sodium chloride solutions C. SreBert. 
Med. Klin., 1927, xxiii, 1375. 
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Heemorrhages of syphilitic origin in an adult. M. 
Creyx. J. de méd. de Bordeaux, 1927, civ, 773. 
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Constitutional serology in relation to studies on blood 
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Gonzitez GatvAN. Rev. méd. de Barcelona, 1927, 
V, 381. 


SURGICAL TECHNIQUE 


BIBLIOGRAPHY OF CURRENT LITERATURE 341 


Blood transfusion: experiences at the surgical clinic at 
Basel. H. Heusser. ‘Beitr. z. klin. Chir., 1927, cxl, 444. 

A case of immunotransfusion. OrcHarp and Gray. 
N. Zealand M. J., 1927, xxvii, 255. 


Lymph Vessels and Glands 


Tuberculosis of the cervical lymph nodes in infancy: 
the value of the roentgen ray in its diagnosis. E. C. 
Dounsam and A. M. Smytue. Am. J. Dis. Child., 1927, 
XXXiv, 962. 

Syphilis and Hodgkin’s disease. L. LANGERON. Bull. 
et m‘m. Soc. méd. d. hép. de Par., 1927, xliii, 1619. 

The treatment of subacute inguinal adenitis with in- 
jections of emetin; results in eighty-five cases. F. 
DesténaAro and R. F. Vaccarezza. Presse méd., Par., 
1927, XXXv, 1378. 

Mesenteric lymphadenitis and its clinical manifesta- 
tions. G. D. F. McFappen. Brit. M. J., 1927, ii, 1174. 


A new method in the treatment of slow cicatrization. 
J M. GonzAtez GALVAN. Rev. méd. de Sevilla, 1927, 
xlv, 5. 

An unusual fatal operative wound infection yielding a 
pathogenic anaerobe of the gas-gangrene group not hitherto 
described; with direct reference to catgut as a source. F. L. 
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